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PRIMARY HEALTH CARE ISSUES is a series of reports 
designed to provide a concise, accurate, and author- 
itative overview of important developments in the 
field of primary health care (PHC). The series is di- 
rected primarily to concerned health professionals 
such as program managers and decision makers who 
plan and implement programs around the world. The 
series will constitute a system of information trans- 
fer for an audience with a special need for timely and 
relevant information that is at once generically use- 
ful and specifically applicable. The series 


@ addresses PHC policy issues of national and inter- 
national concern 


@ analyzes common problems in PHC program man- 
agement, including planning, implementation and 
evaluation ? 

@ identifies gaps in knowledge about Puc and rec- 
ommends research to fill those gaps 

® provides up-to-date technical and policy infor- 
mation on PHC delivery. 


The views expressed in these reports do not neces- 
sarily reflect those of the Agency for International 
Development. 


Reader comments are invited. They should be ad- 
dressed to: the Director, APHA/THP, 1015 Fifteenth 
Street, NW, Washington, DC 20005, USA. 
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Children in developing countries often lack access to basic health services. Shortage of finance is one of several major obstacles to the 
extension of primary health care. pHoto: World Bank, Washington, by Kay Chernush. 
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pretace 


The Alma Ata Declaration of 1978 defined primary 
health care as “essential health care ... made uni- 
versally accessible . . . at a cost that the community 
and country can afford...” Such health care, it con- 
tinued, ‘requires and promotes maximum commu- 
nity and individual self-reliance and participation... 
making fullest use of local, national and other avail- 
able resources.” The declaration called on al] coun- 
tries to “. . . cooperate in a spirit of partnership and 
service ...”, yet it also recognized that “it will be 
necessary to exercise political will, to mobilize [de- 
veloping country] resources and to use available eXx- 
ternal resources rationally.” 

Before and since Alma Ata, the “Health for All” 
movement has been following two complementary 
drives. One stresses mobilization and effective ap- 
plication of underutilized national and local re- 
sources—organizational skills, manpower, and cash. 
The other emphasizes the development of affordable 
and culturally appropriate delivery systems so that 
basic health care will be universally accessible. Both 
movements rely heavily on community participa- 
tion, the first because potential organizational, labor 
and even cash resources are underutilized, and the 
second because the demand for health care—the ul- 
timate expression of affordability and appropriate- 
ness—must come from beneficiaries rather than from 
outsiders. 

This paper concerns resource mobilization, with 
particular emphasis on community participation. It 
describes ways users of public sector health services 
have helped defray one-time and recurrent costs and 
how these contributions fit into the overall picture 


of primary care financing. It is written for persons 
who may be thinking about community financing. 
It recounts where and how such methods have been 
attempted, what costs they have defrayed, and what 
kinds of extracommunal assistance they have needed. 
Its ultimate objective is to help readers fit commu- 
nity financing into an overall financing plan and to 
suggest ways in which community schemes can be 
implemented. 

Conclusions in this paper are based on secondary 
reports from more than a hundred projects and pro- 
grams in the developing world (see Bibliographical 
note). These sources include: 


@ a review of AID-supported primary health care 
projects! 


@ published reports and articles, principally in Eng- 
lish or Spanish 


@ a data bank of questionnaires and reports from 
three hundred primary health care projects (main- 
tained by APHA) 


@ detailed site reviews from West Africa? 
@ other case studies and documents? 


@ interviews with a small number of experienced 
individuals. 


Most of these projects are listed and described in 
the appendices. For additional information, readers 
are encouraged to contact the sources directly. Avail- 
able sources highlight externally sponsored projects 
and may not represent indigenous activities. 
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executive summary 


Leaders in many countries wish to extend basic health 
services to their entire populations, yet in many in- 
stances the required political, organizational, and fi- 
nancial resources are inadequate to the task. A few 
governments and many nongovernmental agencies 
are turning to communities for both organizational 
and financial participation. The example of the 
‘barefoot doctors” in China inspires many to think 
of comparable self-help activities in their own coun- 
tries, although most would stop short of the radical 
restructuring that has occurred in China. 

This paper reviews ways in which communities 
have contributed labor, cash, and other resources to 
support primary health care. Individual activities vary 
widely but fall into the following major groups: 


® service fees 

@ drug sales 

® personal prepayment 

@ production-based prepayment 

® income-generating schemes 

® community or individual labor 
donations and ad hoc assessments 

@ festivals, raffles, and similar activities. 


Other financing has been essential for training, su- 
pervisory and logistical support, and referral backup. 

Community financing requires great organiza- 
tional and managerial spade-work, and its ultimate 
yield may be small in relation to total primary care 
costs. The people’s ability and willingness to pay 
must be ascertained, both in the aggregate and for 


individuals at differing socioeconomic levels. The 
Alma Ata Declaration lists eight elements of primary 
health care, but individuals appear willing to pay 
only for personal curative services, not for prevention 
or community activities. Most schemes require tech- 
nical and organizational help from outside the com- 
munity, and this has usually been possible only in 
small projects or unique political environments, such 
as China’s. 


Community financing is, at best, only a partial 
solution to the problem of health care finance, and 
it may be ultimately more difficult and less produc- 
tive than reallocation of government spending from 
the current emphasis on fixed facilities in urban areas. 
It is particularly iniquitous if politically favored areas 
receive free service while more impoverished areas 
pay. Curative sevices, though politically essential, 
have little lasting effect on health status, and ex- 


pensive educational efforts may be required to con- 


vince communities to pay for prevention. The chal- 
lenge is to find a balance between government and 
community finance—to use the former for profes- 
sionally perceived priorities and the latter for locally 
felt needs. Studies of successful community finance 
must consider both process and outcome ; this review 
found few details about either. 


Readers wishing a quick review should concen- 
trate on chapter conclusions and the final chapter. 
Those interestd in specific projects may find them 
in Appendices A and D. 


Current private sector spending on health usually exceeds that of governments, yet it may not be readily available for community- 


based primary health care. Private providers respond directly to felt needs, while government programs often reflect bureaucratic and 
professional—rather than community—priorities. This drug seller in Bangladesh responds to immediate needs, but only a minority of 


the population can afford his services. PHOTO: Wayne Stinson, apHa, Washington. 


CHAPTER 1 


@ health care financing and the role of communities 


Shortage of finance severely constrains health care 
expansion in the developing world. This problem, 
often a major concern for project officers in external 
assistance agencies, takes many forms, including: 


e the need for foreign exchange to pay for drugs, 
equipment, gasoline, and advanced training 


@ the reluctance of donor agencies to support re- 
current costs, especially after an initial demonstra- 
tion period 


e the inability of governments to extend services to 
new areas, either because of overall shortages or be- 
cause current spending is tied to existing facilities 
and personnel. 


A recent report! argued that overall health care ex- 
penditures were sufficient to fund basic services for 
everyone but that the funds were inappropriately uti- 
lized and would not be adequate to cover likely pop- 
ulation increases. Development planners are looking 
for new finance sources, yet the prospect is bleak for 
major increases or reallocations of government sup- 
port. 7 

Given this setting, many health planners stress 
that beneficiaries must share in the costs if basic 
services are to be extended to all by the year 2000. 
They point out that individuals already spend sub- 
stantial amounts for health care and that their ex- 
penditures often exceed amounts spent by govern- 
ment. A study in Afghanistan, for example,” showed 
that rural households spent an average of 7.4 percent 
of their income on health, while a similar study in 
Colombia’ showed 3.3 percent. 


Table 1.1 shows that in eleven developing coun- 
tries, private spending has ranged from 40 to 88 per- 
cent of total health care financing. These individual 
expenditures have been made largely in the private 
sector for traditional and nontraditional practition- 
ers’ fees, purchases from pharmacists and herbalists, 
transportation, and other personal expenses. 

Private resources may be available to support pub- 
lic sector services, and a few countries and many 
projects have attempted to tap them. The following 
examples are only illustrative; many others are de- 
scribed in succeeding chapters and appendices: 


@ Urban and rural production brigades in China pay 
for “barefoot doctors,” basic medical supplies, and 
even some hospitalization. 


© Communities throughout the world have built and 


Table 1.1 Private health care spending, selected 
cou ntries percentage of gross Private spending 


national product as percentage 
country year studied spent on health of total 


Afghanistan’ 1976 7.4? 88 
Bangladesh® 1976-77 N.A. 86 
Ghana‘ 1970 4.0 72 
Honduras‘ 1970 5.1 63 
India* 1970 2.5 84 
Pakistan 1970 2.4 63 
Philippines* 1970 1.9 79 
South Korea‘ 1975 N.A. 84 
Sri Lanka‘ 1970 4.0 40 
Sudan‘* 1970 3.7 41 
Thailand® 1978 N.A. 66 


NOTE: Because the methods, definitions and dates of the studies cited below 
varied, proportions should not be compared from country to country. Golladay 
Policy Paper stated (page 85), “These figures must be taken as approximate 
since major items may be missing from the public and Private side. Compre- 
hensive accurate data are rarely available; there are often numerous, dis- 
parate,and not easily quantifiable sources of finance for health care services 
within a country. Sources may include central governments, state and local 
governments, insurance plans, private households, voluntary organizations, 
employers, etc.” 


1. O'Connor, Afghanistan, 1980. 
2. Percentage of annual household income. 
3. Roemer, “Health Care Financing,” 1980. 
4. Golladay, Policy Paper, 1980. 


maintained health posts, sanitation facilities and water 
supply systems. 


® Individuals and communities in Bangladesh, Ni- 
geria, Panama, and elsewhere have contributed land 
for such facilities. 


@ Volunteer health workers have offered their time 
and skills in numerous locations. 


@ Community groups have run low-cost pharmacies, 
and health workers have sold drugs directly, as ways 
of covering drug costs and providing a stipend for 
unsalaried “volunteers.”’ 


Similar activities have also been reported from de- 
veloped countries.* This review reports on more than 
a hundred projects and programs in developing coun- 
tries using community contributions.° A few of these 
ventures claim that communities cover close to 100 
percent of recurrent costs, although such claims must 
be judged carefully because they rarely specify the 
costs covered or the method of accounting. 

Community financing in this paper is defined as 
contributions by beneficiary individuals and groups 
to support part of the cost of public health care ser- 
vices. Contributions have been made in cash, in la- 
bor, and in kind (land or produce, for example). At 
least partial community management of such re- 
sources is implicit in this definition. 


FACTORS IN FINANCING 


Most health care activities need financing from a 
variety of sources. An appropriate mix is essential 
to ensure economic viability and the desired scope 
and distribution of services. Financing decisions 
should be based on multiple factors, including: 


the type of costs to be covered 

the nature of the activity 

the type of resource needed 

the short- and long-range dependability of the source 
who ultimately pays 

effects on the scope and accessibility of services 
any political or nonrevenue effects arising from 
the use of certain methods. 


This section briefly discusses these factors for fi- 
nancial sources outside the community and provides 
some preliminary guidelines for deciding when com- 
munity financing is appropriate. 

Costs may be classified both by their types and by 
their duration—whether one-time or recurrent. One- 
time costs (also called capital or development costs) 
occur once in the lifespan of a project—building a 
health hut, training a fixed number of personnel, 
purchasing vehicles, and the like. Recurrent costs 
must be met day after day—staff salaries, building 
maintenance, and drug purchases. Capital costs can 
be covered by one-time payments, but recurrent costs 
require continuing sources of finance. 


Table 1.2 lists a variety of noncommunity finance 
sources and indicates the types of costs that they can 
normally cover. In general, foreign sources (espe- 
cially loans) are appropriate only for one-time costs 
while domestic sources may be used for both recur- 
rent and one-time expenses. 

The nature of a project’s activities obviously has 
much to do with the choice of specific finance sources. 
Sources vary from one location to another, but two 
generalizations are widely applicable: 


@ Government funds are often tied to urban facilities 
and manpower, and are thus not available for pro- 
gram expansion in rural areas. 


@ Social security services are available only to con- 
tributors, usually industrial employees in cities.~ 

A third major concern is the type of resource re- 
quired. Foreign exchange may be essential for certain 
project costs, but obtainable only from external 
sources. Some sources provide only commodities or 
technical skills and may thus be appropriate for only 
a small part of a project budget. 

Dependability should be considered in financing 
decisions because any interruption in funds may cause 
a waste of earlier expenditures. Foreign sources are 
subject to political factors and may be undependable 
even in the short run. Domestic sources—if properly 
evaluated beforehand—may be more dependable. So- 
cial security may be the most reliable source in many 
situations. 


Table 1.2 Major finance sources 


types of cost types of activities resources effect on effect on services” nonrevenue major major disadvan- 
method supported supported generated dependability distribution scope accessibility implications advantages tages appropriate uses 
Foreign loans One-time, espe- Hospitals; exten- Foreign ex- Depends on ex- Financing bur- Tend to support Should help Transfer of tech- Likely to provide Increases debt Most appropriate 
cially for con- _—_ sion of basic change ternal political © den shifted to clinical services equalize access nology; possible scarce foreign burden; loss of for capital costs 
Struction and —_ services considerations; future genera- political effects | exchange national control: of income gen- 
training not dependable tions ““strings,’’ e.g., erating schemes; 
in long run ‘‘Buy-American’’ not appropriate 
Clauses; loans _ for recurrent 
for capital have costs 
long term recur- 
rent cost impli- 
cations 
Foreign grants Mostly one-time Extension of Foreign ex- Depends on ex- Transfers from Can support full Should help Transfer of tech- Temporary in- Possible political Appropriate for 
(technical assis- basic services change: com- _ ternal political + wealthier to range of ser- equalize access nology; possible crease in do- dependence: technical assis- 
tance, training): modities; techni- considerations; poorer countries vices and activi- political effects | mestic health “strings,” €.g., tance; research 
some recurrent cal skills not dependable ties budget ““Buy-American’’ 


(especially com- 


modities) 


National gen- All types of re- 
eral revenue current costs, 
some one-time 


National so- 
cial security 


All types of re- 


time costs 
Regional All types of re- 
government Current costs; 


some one-time 
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Current and one- 


Mainly urban fa- 
cilities, hospi- 
tals, doctors 


Curative services 
among urban 
wage earners 


Varies 


Local currency; 
commodities: 
technical skills 


Local currency 


Local currency 


in long run 


Irregular but 
generally better 
than foreign aid 


Dependable in 
short run; long 
run depends on 


economic condi- 


tions 


Varies 


Depends on tax- 
ation scheme; 
see Appendix B 


Transfer from 
consumer to 
producer 


Funds may 
come from na- 
tional govern- 
ment or local 
taxation 


Tend to support 
Clinical services 


Tend to support 
clinical services 


Variable 


Clauses; grants 

for capital have 

long term recur- 
rent cost impli- 

cations 


Tend to favor __ Increase in na- 
politically influ- tional self-reli- 
ential areas 


More depend- _— Current re- 

able than foreign sources may be 
ance aid difficult to divert 
from hospitals 
and urban areas 


May accentuate Improved health Relatively de- 
differences be- may directly pendable 
tween economic benefit employ- 

sectors ers 


Difficult to use 
in rural areas: 
may duplicate 
Ministry of 
Health services; 
not suitable for 
small unstable 
enterprises 


Variable May make health Potentially more Regional govern- 


care more re- responsive to lo- ments may lack 
sponsive to re- cal conditions technical skills 
gional factors 

and decision 

making 


and experimental 
activities; not 
appropriate for 
recurrent costs 


Appropriate for 
public health ac- 
tivities 


Large employers 


Likely to be ap- 
propriate wher- 
ever practical 


Two of the most important questions regarding 
any financing scheme are, ‘‘Who bears the burden?” 
and ‘Is it fairly borne?” The first question can usually 
be answered objectively (although some study may 
be required), the second can be answered only sub- 
jectively. Loans, for example, transfer the payment 
burden to future generations while grants. involve 
the immediate transfer of resources from donors to 
recipients. Schemes based on national taxation have 
variable implications depending on the country; these 
are analyzed in Appendix B. Regarding fairness, some 
persons believe that only the users of health care 
services should pay for them while others consider 
health care a social responsibility to be borne equally 
by all. Fairness is a Major issue in community fi- 
nancing. 

Accessibility is also a complex issue. In developing 
countries, the chief question may be whether a par- 
ticular finance source facilitates extension of basic 
facilities, personnel, and drugs to areas that do not 
now have them. Some finance sources (social secu- 
rity, for example) tend to be linked to already favored 
population groups such as urban residents or indus- 
trial employees. Whenever access is unequal, most 
programs should try to improve distribution of health 
Care services. 

Finally, financial planners must consider the po- 
litical and other nonrevenue implications of alter- 
native sources. External funds often provide for transfer 
of technology, but they may make the recipient po- 
litically dependent on the giver. When multiple do- 
nors are involved, they sometimes distort national 
health planning or push recipients in conflicting di- 
rections. Heavy reliance on social security tends to 
favor urban dwellers and hasten an already excessive 
flow of population from rural areas. National gov- 
ernment financing, on the other hand, may encour- 
age popular political support and create a feeling that 
those in power have public welfare at heart. Once 
again, the implications of alternative financing 
schemes depend very much on the setting. 


WHEN SHOULD COMMUNITY FINANCING BE 
CONSIDERED? 


Discussion of the community financing option has 
been postponed pending a review of the evidence in 
Chapter 2. At this point, however, several issues can 
be dealt with and they should have considerable bear- 
ing on whether or not community financing is at- 
tempted. The three most important concerns are: 


® distributional implications 
@ the ability and willingness of people to pay 
® relations with the private sector. 


Distributional implications 


Community financing is often cited as the only avail- 
able hope for supporting new health care services in 


currently underserved areas. This may be a correct 
assessment, considering the difficulty of reallocating 
existing public resources, but it must be recognized 
that it also places a significant burden on persons 
who have little ability to pay. Community financing 
at best, distributes resources within individual com- 
munities only. It does nothing to reduce disparities 
between town and country or among geographic re- 
gions; and as health services develop, it may accen- 
tuate disparities. This is not an argument against 
partial community financing but an indication that 
supplemental sources must be used if it is decided 
that disparities should be reduced. 

Many governments in the developing world es- 
pouse free health care for all as a basic human right. 
Because most of these countries can provide services 
only in limited areas, however, a free service policy 
may deny health care to major parts of the popula- 
tion. ‘Free’ services, in any Case, are often not free 
in practice: patients may lose potentially productive 
working time while waiting in line or they may have 
to buy scarce drugs on the black market. In some 
countries, government doctors refer wealthier pa- 
tients to their own off-duty private practices as a way 
to increase income.°® Community financing may 
sometimes be better than “free” health care if it 
reveals these hidden costs. 

Governments that have traditionally espoused free 
health care, moreover, face both ethical and practical 
dilemmas in requiring community financing for newly 
served areas. The ethical dilemma arises if relatively 
wealthy urban areas get free services while areas with 
less political power have to pay. The practical dif- 
ficulty emerges if communities refuse to pay, know- 
ing that more favored persons receive government 
services without charge. One observer’ has reported 
that community financing failed in a Ghanaian proj- 
ect for this reason. There is a danger that govern- 
ments may use the rhetoric of community financing 
to avoid politically more difficult reallocation of cur- 
rent resources. Communities are likely to be fully 
aware of this issue, and it may have to be dealt with 
directly. 


Demand for health care: ability and willingness to pay 


The strength of public demand for health care must 
be a crucial consideration in deciding what activities 
are appropriate for community financing and how 
much revenue is likely to be generated. Demand te- 
flects both people’s willingness to pay a specified 
sum for certain goods and services and their ability 
to pay, measured by their ready cash or other re- 
sources. Demand expressed by individual action may 
differ from community demand. 

Earlier discussion emphasized the magnitude of 
current private spending for health, yet the ability 
to pay naturally varies greatly from one setting to 
another. Ability factors likely to affect demand include: 
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@ total community resources 

@ the distribution of resources, between and within 
households 

@ seasonality of production 

e the requisite form of payment. 


Community participation is unlikely to generate cash 
in subsistance economies, although it may generate 
labor or in-kind support. It may be seasonably un- 
reliable in agricultural communities. Finance based 
on individual payment is usually not appropriate for 
poor segments of the community or for household 
members such as women and children who may have 
little access to family resources. Only a small num- 
ber of projects® have formally assessed the commu- 
nity’s ability to pay before their inception. 

_ Assessing public willingness to pay may be es- 
pecially difficult for new types of activity. Questions 
to be answered include: 


e Are people willing to pay for preventive services 
or community activities? 


e Are people willing to pay for modestly trained 
community health workers? 


@ When do people prefer public services to those 
available from private providers? 


These questions are often hard to answer hypothet- 
ically, and answers become evident only after spe- 
cific services are offered. Active public participation 
is essential for community financing. If communities 
do not express their preferences before a project be- 
gins, they will surely do so through their willingness 
or unwillingness to pay later on. 

Peoples’ willingness to pay for health care depends 
greatly on who receives the benefits from specific 
goods and services. Some actions such as bone-set- 
ting or cure of a noncommunicable disease, benefit 
the individual and his family rather than the com- 
munity at large. Because others such as control of 


communicable disease or improvement in water sup- 


ply directly benefit the community, perhaps more so 
than individuals, group demand may exceed the sum 
of individual demand. Actions that significantly ben- 
efit the community, known as public goods, should 
normally be the subject of at least partial public fi- 
nancing. The proportion of costs borne by individ- 
uals, communities, and the nation should roughly 
reflect the distribution of benefits. The appropriate- 
ness and viability of a financing scheme depends 
greatly on how this issue is resolved. 

One final technical factor—the elasticity of de- 
mand—must be considered in estimating the amount 
of revenue that community financing is likely to 
generate. Elasticity is a concept that indicates how 
sensitive purchasers are to price changes with respect 
to the quantity of goods or services purchased. If 
demand is “elastic,” a given percentage price change 
leads to a larger percentage sales change. If demand 
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is “inelastic,’’ customers alter only slightly their 
quantitative demand when prices change. Whether 
a shift from “free’”’ services to community financing 
has either major or minor effects on use depends on 
the elasticity of demand.’ 


Relations with the private sector 


A major consideration in predicting demand is the 
presence or absence of competing private sector prov- 
iders. Demand for specific goods and services is al- 
ways related to the available alternatives. 

Planners should make no assumptions about re- 
source transfer to public activities despite substan- 
tial private spending on health care (Table 1.1). The 
public and private sectors are natural competitors 
unless one or the other is restricted, and the ways of 
expending personal resources will be chosen by in- 
dividuals and communities—not by the government. 
The public sector starts with major disadvantages: 


@ Its services are often unfamiliar or unreliable, and 
its practitioners may be culturally inappropriate or 
lack traditional legitimacy. 


@ It may demand payment in cash while traditional 
practitioners often accept produce or exchange of 
labor. 

@ Its services are targeted to low income groups, 
while the private sector operates in high demand, 
high ability-to-pay areas. 


@ Above all, it is designed by outsiders as part of a 
larger system and may be less responsive to felt needs 
than are indigenous practitioners. 


These are not irremediable disadvantages, but they 
are likely to require coexistence and competition 
between the public and private sectors for a long 
time. 

Planners should consider, moreover, whether their 
professionally perceived priorities might sometimes 
best be met by upgrading private providers. Tradi- 
tional midwives can be trained; pharmacists can sell 
generic drugs, contraceptives, or oral rehydration, 
and bone-setters can be given new supplies or other 
assistance. These approaches do not improve the dis- 
tribution of health care and may be problematic in 
their own right'®; but they may be an alternative in 
certain cases. 


CONCLUSIONS 


No single source of finance is perfect; a mix and a 
balance will generally be required. Community fi- 
nancing—defined as contributions by beneficiary in- 
dividuals and groups for public sector services—may 


be one option in certain settings, if it fits into other 3 


health care financing arrangements. Some relevant 
considerations and preliminary answers about the 


community alternative have been suggested in this 
chapter. 
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Community financing may often appear to be the 
only means of extending new services into rural and 
marginal urban areas. Personal resources, however, 
though often spent more abundantly than govern- 
ment funds, may not be readily available for Alma 
Ata-style community action and preventive health 
Care activities. The level and the elasticity of demand 
for public sector health care may have to be tested 
by trial and error, an uncertain process that suggests 
caution and painstaking attention to community- 
perceived priorities. Community financing does not 
change disparities among regions and between city 
and country and may offer less long-run potential for 
financing basic services than would a major redirec- 
tion of government spending. In sum: 


@ Private sector resources may not be easily at- 
tracted into the public sector. 


@ Projects must make some attempt to assess the 
community’s ability and willingness to Pay. 


© Supplemental funding may be necessary to equal- 
ize access or to support services that are low in com- 
munity demand. 


These concerns need not rule out community fi- 


Family health is monitored at community health centers, like this one in Sierra Leone. PHOTO: UNICEF, New York, by Bernard P. Wolff. 


nancing, but they suggest that such schemes must 
be unusually responsive to local circumstances and 
community-perceived priorities. 

This chapter has addressed only a few of the con- 
siderations regarding community financing. To un- 
derstand others, the methods used and the problems 
and successes encountered need to be described. Key 
questions to be examined in succeeding chapters in- 
clude: 


@ What forms has community financing taken? 


@ What kinds of costs and activities has it attempted 
to cover? 


@ What have been common problems, and how have 
they been addressed? 


@ What effects have alternative schemes had on the 
scope and accessibility of services? 


¢ How can outsiders help—or unintentionally 
impede—the community financing process? 


Alternative methods will be described in the next 
chapter. Chapter 3 provides a framework for evalu- 
ating methods of financing primary health care. 
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Community financing helps pay for vi 
y) § Helps pay for village level health care, as at this open-air clinic in Iran. rHoto: wHo, New York; by D. Deriaz. 


CHAPTER 2 


methods of community financing 


More than a hundred primary health care projects 
and programs utilizing community financing were 
identified by this review. Efforts were reported from 
all three developing continents and from more than 
forty countries. The largest example by far is the 
national program in the People’s Republic of China, 
while some demonstration projects have served fewer 
than ten-thousand persons. Most projects report 
Starting dates in the 1970s, but a small minority date 
to the 1950s or 1960s. Appendix Table A.1 lists these 
projects and sources of additional information. Ap- 
pendix D presents case descriptions. Additional ac- 
tivities have undoubtedly gone unreported. 
Though nearly as variable as snowflakes, these fi- 
nancing projects must be grouped here for ease of 
discussion. Five general types may be identified: 


@ personal service fees 

drug sales 

prepayment, either personal or production-based 
community or individual labor 

ad hoc contributions and fund raising. 


Table 2.1 Community-financed activities having 
Specified objectives, by objective and by project 


number percentage 
by objectives of projects of projects 
Compensation of health worker 42 58:3 
Restocking of basic drugs 46 63.9 
Partial defrayal of training costs 2 2.8 
Partial defrayal of hospitalization costs 6 8.3 
General revenue 24 33.3 
Supplementation of government health 
services oie 28 
TOTAL OBJECTIVES 124 We Ps 
TOTAL PROJECTS 127 
Mean number of objectives per project let 
by project 
Health worker compensation only 10 13.9 
Drug costs only 11 15.3 
General revenue only 10 13.9 
Supplementation of government services 
only 3 4.2 
Worker compensation plus drug costs 18 20.0 
Worker compensation, drug costs, and 
general revenue if 9.7 
Other combinations 13 =184. 
72 100.0 


NOTE: Table excludes facility construction and maintenance (see text). 
a. Total exceeds 100 percent because many projects have multiple objectives. 
b. Excludes 32 projects with unknown objectives. 
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Service fees and drug sales were each reported from 
more than half the projects studied, but only nine 
examples of production-based prepayment were noted. 
Virtually every project used multiple sources of fj- 
nance, both domestic and international, and often 
two or more methods of community financing. Table 
A.1 omits projects using only voluntary labor and 
contributions because these forms of community 
Support were nearly universal. 

Based on the reports reviewed, the most common 
objectives of community financing schemes are Ppay- 
ing health workers (58.3 percent of projects with 
known objectives) and restocking basic drugs (63.9 
percent], summarized in Table 2.1. About a third of 
the projects use community financing at least partly 
for general revenue. Community labor and contri- 
butions are widely used for constructing and main- 
taining health posts and sanitation facilities (omitted 
from Table 2.1). Because many projects have multiple 
objectives, especially worker compensation and basic 
drug restocking (25.0 percent), the distribution of 
projects by objective exceeds 100 percent. 

Table 2.1 shows the costs communities have tried 
to defray, but its omissions are equally important. 
Only 8.3 percent of the projects use community fi- 
nancing for even part of hospital costs, and only 2.8 
percent report community support for training. Per- 
sonnel support is given almost exclusively to com- 
munity health workers, not to supervisory staff, phy- 
Sicians, or project Managers. Communities do not 
help finance evaluation, vehicles, petrol, or major 
equipment, and supplementary support from do- 
mestic or international sources is almost always nec- 
essary, as can be seen from Table A.1. 


Table 2.2 Community financing activities, by ap- 
proximate population size 


distribution of projects 


population size number percentage 


10,000 or less 3 5.4 
10,001 to 100,000 42 45.7 
100,001 to 1 million 29 31.5 
Over 1 million 16 17.4 

92 100.0 


Note: Projects of unknown size are excluded. 


Table 2.2 classifies reported community financing 
activities by the approximate number of persons in 
their coverage areas. Half the projects serve a hundred 
thousand persons or fewer, while only 17.4 percent 
claim to serve more than a million. These latter pro- 
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grams, while relatively infrequent, are of great po- 
tential interest—the Chinese scheme alone, for ex- 
ample, covers 25 percent of the world’s population. 
Eight projects and programs claim to serve over 5 
million persons each: 


@ China (1 billion). Finances basic services through 
communal production and personal service fees, sup- 
plemented by some central government revenue. 


@ Nigeria (78 million). Communities support health 
services by donating land and collecting small cash 
assessments. 


@ Japan (35 million’). Agricultural cooperatives be- 
gan financing health care in the 1920s and were amal- 
gamated into a national insurance scheme in 1958. 


@ Ethiopia (30 million). The revolutionary govern- 
ment encourages workers and peasants’ associations 


to contribute labor and other resources for healthcare. 


@ Thailand Expanded Rural Health Care Project (18 
million). Community health workers accept dona- 
tions in exchange for drugs. 


@ Peru Sur Medio Project (17.6 million). Commu- 
nities are expected to operate drug revolving funds, 
although these do not appear to be successful. 


@ North and South Sudan Projects (14 million). Health 
posts request donations from patients. 


@ Niger (5.5 million). Communities operate revolv- 
ing drug funds. 


The objectives and scope of these projects obviously 
vary, and several probably cover fewer persons than 
the number claimed. 

Public participation—at least by community lead- 
ers—appears to be a prerequisite for most forms of 
community financing. The Chinese and the Ethio- 
pian experiences have occured as part of revolution- 
ary political and social changes,” while a great many 
of the smaller projects have been supported by non- 
governmental private voluntary organizations. Both 
environments have encouraged self-help and public 
participation outside traditional bureaucratic struc- 
tures, which may explain their emphasis on com- 
munity financing. The need for community partic- 


ipation appears to break down into two highly desirable 
preconditions: 


© asense of ‘‘community’—the ability of local peo- 
ple to work together 


@ a trusting and responsive relationship between the 
community and the broader health care system. 


Methods of community financing may vary, how- 


ever, by the degree to which these conditions are 
necessary. 


The remainder of this chapter describes the range 
of community financing options. 
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PERSONAL SERVICE FEES 


Personal service fees are widely used for both private 
and public health care financing. Traditional birth 
attendants and practitioners may accept produce or 
livestock as compensation for services, while non- 
traditional providers, such as doctors and pharma- 
cists, often expect cash. 
Appendix Table A.2 lists sixty-seven public sector 
activities that charge service fees, including fourteen 
supported by the Agency for International Devel- 
opment (AID). The circumstances vary widely: 


@ Patients in Thailand (Lampang) and in the Sudan 
are expected to ‘‘donate”’ to clinic funds in exchange 
for services. 


@ In the Piaxtla project (Mexico) patients or their 
families contribute either cash or two hours of field 
labor to the clinic in exchange for each consultation. 


e Filipino, Indian and Bangladeshi projects, as well 
as others, charge fees in lieu of membership in a 
prepayment scheme. 


@ Government-operated programs, such as those in 
Botswana and other southern African countries, use 
service fees as a general revenue raising device. 


@ Individual health workers, though operating within 
government programs, sometimes collect fees or 
“donations” for service. In many places, clinic work- 
ers refer patients to their own private practices as a 
way of generating additional income. 


The distinguishing characteristic of the projects in 
Table A.2 is that users of health services compensate 


the health provider in some way for each consulta- 
tion.* 


Use of resources 


The projects in Table A.2 appear to use service fees 
either as a general revenue raising device or as a 
specific means of compensating health workers. Some 
projects also use these fees to discourage nonessen- 


tial use or to enhance the perceived value of the 
Service. 


@ In Pikine (Senegal), village committees collected 
fees for government-operated services and used re- 
sulting revenues to provide incentive payments for 
salaried health workers, to add one or two additional 
health staff, and to supplement the clinic’s inade- 
quate drug supply. 


@ In Lampang (Thailand), clinics use patient “do- 
nations” to buy additional drugs and clinic supplies. 
Similar practices are reported from Colombia and 
Honduras, though technically illegal in Colombia 
and legal only experimentally in Honduras. 


@ Most prepaid insurance schemes charge nonmem- 
bers service fees and pool the resulting income with 


4 


— 


Health clinics in developing countries often charge service fees, 
PHOTO: UNICEF, New York. 


general revenue. Many also collect smal] copayments 
from members for each clinic visit. 


Health workers may collect and retain fees them- 
selves, or revenue may be managed by clinic staff or 
a community health committee. 

The Sine Saloum project (Senegal) attempted to 
use service fees to cover fully both drug costs and 
staff compensation, but with poor results. Receipts 
were inadequate, partly because patients expected 
drugs at every visit, and partly because workers drew 
off their salaries before buying additional supplies. 
Sanitarians, providers of vital community and pre- 
ventive services, could not charge for these activities, 
and clinic-based personnel resented sharing income 
raised from service fees.* Other projects, such as 
Lampang (Thailand) and Pikine | Senegal), have used 
fees to supplement government-provided drug sup- 
plies and salaries. 


Fee setting 
There appear to be three basic patterns in fee setting: 


® negotiation between individual health workers and 
patients 


® joint consultation between community and 
professionals 


@ unilateral professional or government decision. 


Project publicity emphasizes community control but 
often with professional advice, the degree to which 
one or the other predominates varies from locality 


to locality. Individual negotiation is probably most 
common when health workers collect fees directly 
or when programs operate on “donations.” 

The Palli Chikatsak program (Bangladesh), for ex- 
ample, explicitly established health workers as pri- 
vate entrepreneurs and allowed them to set their own 
fees. Fees in Sine Saloum (Senegal) were set by po- 
litical officers without professional or community 
advice. The fee setting process considerably influ- 
ences community acceptance and financial viability, 
but little is known about how it has heen handled. 


The predominant factors considered in fee-setting 
decisions appear to be the patient’s ability and will- 
ingness to pay. These are rarely if ever quantified 
although projects in Afghanistan (Basic Health Ser- 
vices) and Indonesia (Dana Sehat) have done house- 
hold expenditure surveys to gauge ability to pay. There 
is little evidence that total revenue requirements or 
likely utilization levels have been considered in the 
design of projects. 


Sliding scales and exemptions 


Many projects adjust fees for treating certain types 
of patient or conditions. Two reasons are likely for 
this discrimination: 


® to facilitate utilization by the poor or by persons 
with limited access to family resources (women and 
children, for example} 


© to encourage preventive health care and public 
health measures. 


Some examples: 


@ Village health committees in Lampang (Thailand) 
issue fee exemption cards for the indigent. 


@ The Gonoshasthya Kendra project (Bangladesh) uses 
several income categories and charges its lowest fees 
to individuals who cannot afford two meals a day 
throughout the year. 


@ The Pikine project (Senegal) exempts tuberculosis 
(TB) patients and malnourished children. 


@ Pikine charges children half the adult rate. The 
national program in Botswana exempts children. 


@ Clinics in Botswana do not charge for repeat visits 
for a continuing problem, while those in one section 
of Sine Saloum (Senegal) charge half the usual rate. 


Community participation may be essential in de- 
ciding on exemptions. Pressured by relatives and other 
influential people to give free treatment, the health 
care worker may attempt to make up lost income 
by maximizing fee collection from others. Exemp- 
tions at Lampang (Thailand) initially at the health 
worker’s discretion, were turned over to 4 village 
committee. Committees also decided on exemptions 
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DRUG SALES 


Pharmaceutical costs make up a major portion of the 
recurrent costs of primary health care, and many 
programs attempt to defray them by requiring patient 
contributions. Appendix Table A.3 lists fifty-two such 
activities, sixteen of them AID-supported. Numer- 
ous other programs attempt to distribute drugs with- 
out charging patients but report that valued items 
are sold under the table when in short supply.” 
Drug sales through private and traditional chan- 
nels are nearly universal, but the pharmaceutical sales 
efforts discussed in this section are different. They 
generally emphasize five to fifteen basic drugs of 
scientifically proven efficacy rather than the full range 
often stocked by private pharmacies. Sale prices are 
usually well below those in the private sector either 
because the government subsidizes or controls the 
wholesale price or because communities manage re- 
tail sales for social rather than personal benefit. Com- 
munity-managed drug sales may make basic drugs 
accessible in remote areas for the first time. 


Reports of direct competition with the private sec- 
tor, though rare, are likely to increase if public phar- 


Health volunteers in Lampang, Thailand, sell basic drugs at a 
small mark-up over wholesale. Drug sales provide minimal direct 
income to this worker but may stimulate business at her ad- 
joining small goods store. pHoto: Sharon Barnartt, Washington. 


macies move into urban areas or otherwise encroach 
on established ‘‘territories.’’ Private sector opposi- 
tion may occur if the government subsidizes whole- 
sale prices. When customers flocked to community- 
operated pharmacies in Cameroon, the private phar- 
macists’ association protested. Legislation was even- 
tually passed requiring pharmacies to be 30 to 60 
kilometers from existing suppliers and to buy drugs 
from an unsubsidized wholesaler. Private sector op- 
position was also reported from Mali.° In Lampang 
(Thailand), on the other hand, private wholesalers 
and retailers transport public drugs into rural areas 
and sell them to community health workers. Rela- 
tions with the private sector are likely to prove a 
deciding factor in a project’s outcome. 

Primary health care programs may sell drugs either 
to augment general clinic resources or as a means of 
maintaining self-financing’ revolving funds. Revolv- 
ing funds must sell drugs at or above replacement 
cost and must earmark revenue for the purchase of 
new supplies. Such projects typically aim for a slight 
surplus, either to provide a minimal income for health 
workers or to raise money for other activities. At 
least twenty-eight of the fifty-two projects in Table 
A.3 are intended to be self-sustaining. Most of this 
chapter concentrates on such funds. 


Initial capital 


Community-operated revolving funds usually obtain 
enough start-up capital to buy about a three-month 
drug supply.* Capital may come from the community 
or from the outside. For example: 


@ Residents of Chaquicocha (Peru) assessed them- 
selves 5 soles a person to buy the initial drug stock. 


@ Boticas in the Philippines (Bajada Medical Coop- 
erative) were started with funds from dances, raffles, 
and household contributions. 


@ Health workers in Thailand (Lampang), Guate- 
mala (Huehuetenango), and Afghanistan (Basic Health 
Services project) bought drug stocks on credit from 
project organizers. 


@ Wealthy community members bought shares in 
Cooperative Rural Dispensaries in Kerala (India). 


@ Donors provided initial stocks in the Philippines 
(Panay and Bicol}, Mali (Sante Rurale), Peru (ORDE- 
ICA}, and elsewhere. 


A number of project designs—those for Tanzania 
(Hanang), Niger, Cameroon, and Nicaragua, for ex- 
ample—have made the community responsible for 
generating capital but without indicating how they 
should do so. This requirement has the virtue of 
ensuring community commitment before drugs are 
supplied, but it may leave important geographic areas 
unserved. Only nine of forty-three Tanzanian com- 
munities bought drug kits during the first year of 
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that project, for example, and the Niger government 
eventually dropped its self-financing requirement be- 
cause of limited response. Local capitalization through 


shareholding or individual purchase appears more 
successful than community-wide fund-raising be- 
cause contributors profit directly from subsequent 
sales. 


Sales management 
Four selling arrangements appear to be in use, namely: 


@ sale by individual health workers 

e sale through community operated pharmacies 
® sale at health clinics 

@ sale through established merchants. 


A number of projects, including ones in Thailand 
(Lampang), Guatemala (Huehuetenango], and Af- 
ghanistan (Basic Health Services}, have made indi- 
vidual health workers responsible for their own drug 
revolving funds. These workers prescribe, sell, and 
restock basic drugs and keep any profits as their own 
compensation. In some cases, health workers have 
also supplied capital to buy the initial drug supply. 
Health workers in these cases act almost like private 
entrepreneurs, especially when they can set their 
Own prices.” 

Communally operated pharmacies allow greater 
social control than individual sales and free the health 
worker for other activities. Such pharmacies are often 
started with locally generated capital and use volun- 
teers for sales, inventory maintenance and restock- 
ing. Examples include the Bajada Medical Coopera- 
tive (the Philippines), Chaquicocha (Peru), and the 
Sante Rurale project (Mali). 

The Gossas (Senegal) project sold drugs through 
established clinics. Clinical sales were stopped, how- 
ever, after it was noted that government nurses “ex- 
perienced serious difficulties... keeping the money 
received for the drugs separate from their own per- 
sonal finances.” The nurses had expertise in health 
but very little in accounting or inventory mainte- 
nance. Accountability was shifted to respected local 
merchants who were accustomed to managing in- 
ventories in their own businesses. 


Prevention and early treatment 


Sliding scales and exemptions are rare in drug funds, 
although a few projects have made special arrange- 
ments to help the poor or to promote desired health 
behavior. For example: 


@ Persons charged fees for immunization in Senegal 
(Gossas) did not show up for the essential second and 
third doses of polio and diphtheria-pertussis-tetanus 
(DPT) vaccines. In the modified system, all charges 
are paid on the first dose. 


© Drugs were sold in ‘course of treatment” packets 
in the Afghanistan Basic Health Services project as 
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a way of encouraging full treatment. 


@ In Cameroon, free Ministry of Health drugs are 
sometimes reserved for patients who cannot afford 
to buy from a revolving fund. 


® Governments in India (Howrah) and Thailand 
(Lampang) distribute contraceptives to health work- 
ers at no charge and allow workers to sell them at 
minimal cost.!° 


e The Niger program sells some drugs below cost, 
others well above, as a way of influencing use. 


Drug prices may be more difficult to adjust than 
service fees because each item sold must be ac- 
counted for and replaced. 


PERSONAL AND PRODUCTION-BASED 
PREPAYMENT 


In the two preceding financing mechanisms, indi- 
viduals pay for goods and services as (and if) they are 
needed. The sick pay the most, while the healthy 
pay little or nothing. An alternative is to pay for 
services in advance of need and to share costs among 
all group members regardless of individual use. Such 
Systems are known as prepayment or insurance. 
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Members of Dana Sehat prepayment schemes in Indonesia re- 
ceive necessary drugs and services without additional charge. 
This woman presents her registration book in order to obtain 
drugs for her child. ruoro: Courtesy World Neighbors International, 
Oklahoma City. 
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Prepayment schemes in developing countries tend 
to have more limited objectives than those in Europe 
and America; and only a few attempt to cover all 
costs without heavy reliance on additional service 
fees and drug charges. (Copayments are also common 
in developed country insurance schemes, but they 
usually cover only a small proportion of total costs.} 
The schemes reviewed for this paper had four types 
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of objective, and some had multiple objectives, as 
summarized in Table 2.3. 


Table 2.3 Objectives of 31 primary health care 
prepayment schemes 


objectives number of projects 
General revenue 5 
Payment of health care workers only 8 
Payment of health care workers and 

defraying drug costs i 


Coverage of limited hospital costs plus 
drugs or workers’ salaries 

Unclear 

Total 
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The most common objective of these schemes was 
to cover health worker salaries and drug costs. Only 
two of the plans reviewed helped with hospitaliza- 
tion. 

The relative simplicity of these plans is in keeping 
with the most common health problems of the areas 
they serve. Prepayment generally entitles members 
to some reductions in direct charges but not to full 
coverage. Most of the thirty-one prepayment schemes 
in Table A.4 also charge service fees and sell drugs— 
at full rates for nonmembers and usually at reduced 
rates for subscribers. Some examples: 


@ The Borgou (Benin) and Bajada (the Philippines) 
projects maintain separate drug revolving funds. Pre- 
payers receive free service but pay the full price for 
drugs. 


@ Participants in the Okgu (Korea) insurance scheme 
received a 70 percent discount on service and 50 
percent off on drugs. 


@ Participants in the Kottar Social Service Society 
(India) pay a $0.10 registration fee for each visit. 


These service and drug fees may help a prepayment 
scheme in several ways: 


@ They offer an alternative payment mechanism to 
persons who need service but who are unwilling or 
unable to prepay. 


@ They provide some disincentive to overuse by 
members. 


@ They allow prepayments to be applied to relatively 
predictable costs, such as worker salaries, while di- 
rect charges are used for drugs and other expenses 
that depend on utilization levels. 


e They generate additional revenue for financially 
hard-pressed organizations. 


Premiums may sometimes be more akin to mem- 
bership dues than to true prepayment, since personal 


costs often depend greatly on the amount of health 
care used. 


Prepayment schemes are based either on individ- 
ual or household payments, or they draw on the re- 
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sources of a marketing or production activity. In the 
first case, cash or in-kind resources are collected di- 
rectly from beneficiaries; in the second they are drawn 
from a marketing levy, payroll tax, or other surplus 
accumulated by an economic enterprise. The two 
types of prepayment differ substantially. 


Personal prepayment 


Table A.4 lists twenty-two activities that use per- 
sonal prepayment or membership fees to partly de- 
fray primary health care costs. The populations served 
by these schemes range from one village (Fatick, Sen- 
egal) to several hundred-thousand persons,’ al- 
though the number of residents who participate and 
pay premiums is usually lower. Some projects, es- 
pecially in India and Bangladesh (BRAC, Gonos- 
hashthya Kendra, Kottar, Voluntary Health Service), 
have functioned for nearly a decade; others are recent 
and relatively untested. 

Membership premiums in these plans appear low, 
but only a few projects relate premiums to average 
household income. Some examples of premiums are: 


@ 0.25 to 0.50 percent of income at the Voluntary 
Health Service project (India) 


@ $2.85 per family per year at the Social Work Re- 
search Center (India) 


@ $0.40 per family per year at Barpali (India) 
@ $18.00 a year at Okgu (Korea)'* 


@ $0.72 a year for a family of five in several of the 
Dana Sehat schemes (Indonesia).'° 


A few schemes, besides the Voluntary Health Ser- 
vice, have adjusted premiums for household income: 


® Gonoshashthya Kendra in Bangladesh distributes 
free membership cards to the 20 percent of the pop- 
ulation that cannot afford two meals a day through- 
out the year. 


@ The Korean government subsidizes memberships 
for the poor in several insurance schemes. 


@ Some members of Indonesian Dana Sehat schemes 
may be exempted from paying premiums. 


@ The Lalitpur Community Health Program (Nepal) 
also distributes free membership cards to the needy. 


Little was reported about the criteria for granting 
exemptions. In Lalitpur, membership cards were ini- 
tially sold or given out by health committee mem- 
bers and workers, but there was no clear policy about 
nonpaying membership. Distributors were pressured 
to give free cards to relatives and friends. The system 
was later changed to require a letter from the village 
chief for each indigent household, and cards were 
distributed only by program managers. Exemption 
practices can clearly pose a problem when total rev- 
enue is inadequate, and many people too poor to pay. 


a 


Some projects collect fees in kind rather than in 
cash. The BRAC project (Bangladesh), for example, 
charges 5 kilograms of rice per family per year, while 
one of the Dana Sehat schemes (Indonesia) charges 
10 kilos. Dana Sehat reported that members more 
willingly paid the equivalent of 2,000 rupiah in rice 
rather than 1,000 rupiah in cash because the rice was 
more readily available. In Lalitpur District (Nepal), 
on the other hand, fewer than 4 percent of residents 
accepted the option of paying premiums by contrib- 
uting their labor. Difficulties in raising cash have 
also been reported from projects in Kenya. 

Broad enrollment is essential! in these plans to 
achieve a minimum service population and a rea- 
sonable balance between the healthy and the sick. 
Only 5 to 12 percent of the geographically eligible 
population enrolled in the Lalitpur Community Health 
Program (Nepal) and some “adverse selection’”’"—dis- 
proportionate membership by the sick—may have 
resulted. Members were initially enrolled for 12 month 
periods beginning whenever they joined, but a uni- 
form benefit period was later adopted to discourage 
households from putting off joining until a member 
became sick. 

The Bangladesh Rural Advancement Committee 
requires a minimum 70 percent enrollment before 
providing an area with services, while the Indonesian 
Dana Sehat schemes generally encourage universal 
membership, except in cities. Korea now requires 
compulsory membership in three demonstration areas 
and is financing this through household taxes. Table 
A.4 lists the number of members and the percentage 
enrolled in various plans but provides little guidance 
for ascertaining minimum needs in these or other 


areas. 
Renewal and premium collection rates are often 


low in these plans, especially if users have the option 
of paying fees for specific services as needed. Reports 
from Kenya, India (Barpali), and Bangladesh (Gon- 
oshasthya Kendra), indicate a general reluctance to 
prepay. 

@ The Barpali group (India), for example, experienced 
only 6 percent renewal in the sixth year and closed 
shortly thereafter. 


@ Only 321 (16 percent) of 2,000 members of the 
Bajada (Philippines) Medical Cooperative had paid 
their dues at the time of a case study. 


© Most members of the Dana Sehat at Ngesti Rahayu 
(Indonesia) pay their dues, but sometimes a year late. 


© Similar difficulties were reported by the Gonos- 
hashthya Kendra project (Bangladesh), by the Vol- 
untary Health Service'* (VHS, India), and by the Fa- 
tick project (Senegal). 


In subsistence economies, because prepayment 
schemes are particularly vulnerable to economic 
misfortune, many projects establish back-up re- 


serves. Many prepaid health care plans are started 
within the context of general community develop- 
ment activities. Gonoshashthya Kendra (Bangla- 
desh), for example, operates agricultural, cottage in- 
dustry, and investment credit schemes, while the 
Social Work and Research Centre (SWRC, India] em- 
phasizes agricultural modernization and general im- 
provements in living standards. At least one of the 
Dana Sehat schemes (Kerten, Indonesia} is based on 
a communal credit union: when costs are low, sur- 
pluses go into a general fund; when high, the credit 
union lends money to cover the deficit. Other schemes 
rely on external sponsors to cover both short- and 
long-term shortfalls. 


Production-based prepayment 


Only nine of the prepayment schemes in Table A.4 
have been based on production or marketing, but one 
of them, in China," covers 25 percent of the world’s 
population, and at least three others, in Japan, Ethio- 
pia and Benin, cover or seek to cover significant parts 
of the population. One production-based scheme, at 
Mallur (India), on the other hand, serves a population 
of only 5,000. Production-based financing in rural 
areas is usually based on agriculture rather than in- 
dustry. Table 2.4 summarizes aspects of production- 
based schemes. 

One of the earliest success stories in community 
financing comes from rural Japan. A century and a 


Chinese “barefoot doctors” are supported through communal 
production. This woman accumulates work points through health 
activity, while others contribute by growing crops. proto: Xinhua 
News Agency, courtesy Embassy of the Peoples’ Republic of China. 


Table 2.4 Production-based health schemes 


country economic unit description comments 

Bangladesh (Gurudaspur) Cooperative farming Details unavailable 

Bangladesh (Raipura) Producer cooperatives Details unavailable 

Benin (Borgou) Producer cooperatives Cooperatives pay health workers 

China Agricultural or industrial commune _—‘‘Barefoot doctors’’ do health work in Several thousand semi-indepedent local 
lieu of other communal labor; patients plans, initiated and guided by central 
pay some fees and drug costs government as part of overall socio-eco- 


nomic development 


Colombia Coffee Growers Association Association contracts with Ministry of 
Health for services in one geographic 
area 
Ethiopia Farmers’ or urban dwellers’ associa- Associations responsible for most pri- | New program, not yet fully implemented 
tions mary health care financing 
India (Mallur) Milk cooperative Levy on each liter of milk sold ' Covers 3 villages, population 5,000 


Indonesia (Socio-Economic § _Mission-sponsored community mar- Mission markets lumber, fish and agri- 
Development Project) keting association cultural produce and uses part of sur- 
plus for health care 


Japan Initially agricultural cooperatives, Cooperatives provided clinic space and _Initiated circa 1920; amalgamated into 
now all forms of economic enter- paid doctors national insurance scheme 1958 
prise 

half ago, communities formed mutual aid societies of its revenue to purchase health care. The coop con- 
and contracted with physicians at predetermined an- tracted with the Ministry of Health to operate clinics 
nual rates of compensation. One rural district re- within a small region. While the ministry might oth- 
ported over a hundred mutual aid societies, with the erwise provide minimal services, coverage and qual- y 
largest having a membership of only 330 households. ity have been improved by the infusion of private 
Agricultural cooperatives began health-related work money and by the leverage exerted by the coop lead- 
around 1920, and by 1940, over a million rural house- ership. 

holds belonged to cooperative-based prepayment Such production-based schemes need not be large 
schemes. Industrial workers were covered by com- or widespread to be useful for primary health care 
pulsory social security starting in 1927. In 1958, the financing. To illustrate: the Mallur Milk Cooperative 
government incorporated the community schemes (Karnataka, India) finances clinical services by col- 
into a government-managed national insurance pro- lecting a 6-paisa ($0.01) premium on each liter of 
gram, and costs have sky-rocketed ever since. Some milk that it sells. The project, begun in 1973 with 
observers attribute cost rises to the government’s the assistance of several external religious groups, 
removal of community participation.’ achieved financial self-sufficiency by 1979. (The re- 

Primary health care in China is financed largely ligious groups still provide technical assistance, 

through communes and factory units, although large however.) Members pay no fees for curative and pre- 
sums also derive from the central government and ventive care; nonmembers pay for curative care. 
from direct personal payments. A recent study!” of Agricultural cooperatives are also active in Egypt, 
two Chinese counties found 22.4 to 31.8 percent of where use of part of their income for health care 
expenses borne by the central government, 35.0 to support is being considered. Coops buy produce from 
36.7 percent by communes, 23.7 to 31.8 percent by their members below the world price and sell at a 
factories, and 9.2 to 9.5 percent by direct personal profit; a new law requires 15 percent of these profits 
payments. Health care financing plans are locally to go to “social uplift.” Government policy would 
managed under party and government guidance. De- extend health insurance to the entire country, an 
spite considerable diversity in detailed arrange- extension in which cooperatives may play an im- 
ments, the four funding sources mentioned are re- portant role.” 

portedly utilized in most localities. Similar financing 

schemes are reported from Ethiopia and Benin, al- COMMUNITY LABOR 


though fewer details are available. 
In Colombia, small coffee growers formed a co- 
operative marketing organization, which devotes some 


Human labor, one of the most abundant of natural 
resources in many developing countries, is widely 
used in community development. This labor is often 


26 ‘ 


available without monetary cost, especially during 
Slack agricultural seasons and in areas without reg- 
ular wage employment. This section discusses ways 
unpaid labor is used in primary health care. 


Facility construction and maintenance 
Examples of community construction efforts abound. 


® Communities in one section of Ethiopia (popu- 
lation 755,000) fenced and cleaned 3,002 springs, 
constructed 32,730 latrines, and dug 6,054 refuse pits. 


@ Village hygiene committees in Vanga (Zaire) built 
and maintained clinics, staff houses, and airstrips. 


© Most health posts in southern Sudan and Senegal 
(Sine Saloum) were built by unpaid community labor. 


Most often, communities are responsible for routine 
maintenance of facilities they have built. 


Provision of health services 


Many projects and programs rely on unsalaried com- 
munity “volunteers” for routine provision of basic 
services.’” These are persons who may receive some 
irregular income from drug sales, service fees, or con- 
tributions, but who must depend on nonhealth sources 


for minimal living expenses. Some may be shopkeep- 
ers (as in Lampang, Thailand) who can attract com- 
mercial customers by offering health services; oth- 
ers, as in parts of Latin America, may be fulfilling 
traditional social service obligations. An anthropol- 
ogist reported from Niger that traditional headmen 
helped maintain their status by volunteering family 
members as health workers. However they gain com- 
pensation, volunteer health workers reduce the re- 
current cost of a project and facilitate expansion of 
Services. 

Volunteers are also widely used for special cam- 
paigns and services, such as immunization sessions, 
Sanitation and clean-up activities, and health edu- 
cation. A recent ‘Health Day” inN icaragua recruited 
forty thousand school teachers, farmers, laborers, and 
others to immunize the nation’s million children; 
and a second ‘‘day”’ was planned to clean out gutters 
and ditches, collect garbage, and sweep sidewalks and 
streets.” Village hygiene committees in Vanga (Zaire) 
administer the sanitation program and coordinate 
with health officials concerning mass worm cures. 
Volunteers in many other places serve as “depot 
holders” for contraceptives or oral rehydration salts 
and work in health education campaigns. 


Communities in Botswana assist with health care financing—and learn about nutrition—by tending community gardens. puoro: wxo, 


New York, by N.N. Mashalaba. 


Exchange of services 


A traditional form of payment in many countries is 
exchange of services, and a similar device has been 
suggested for primary health care. Some examples: 


® Community members in Piaxtla (Mexico) donate 
two hours of labor in communal fields in lieu of a 
cash service fee. 


® Community associations in Ethiopia help health 
workers with their plowing and harvesting. Similar 
arrangements have been suggested for other African 
projects.” 


The scope for such exchange obviously varies greatly 
from one locale to another. 


Special income-generating activities 


Community labor activities do not generally produce 
cash and may be difficult to sustain over a long period 
of time. As an alternative, labor could be applied to 
community-owned productive enterprises. Some ex- 
amples: 


@ The Eastern Clinic (Sierra Leone) developed an oil 
palm plantation (including oil press and soap factory) 
as a way of making money. 


@ DASH (Bangladesh) used rice mills, a mustard oil 
press, fish ponds, and a mobile movie theater to sup- 
port family planning services. 


@ Income-producing fish ponds are also used in Sar- 
awak (Malaysia) and Balongmasin (Indonesia). 


@ Residents of San Ramon (Costa Rica] build privies 


Popular festivals such as this one in Nepal can be used to raise cash for health facilities. paoro: Wayne Stinson, apa, Washington. 


to sell to neighboring communities. 


® Communities in the Philippines (Mountain Clin- 
ics) opened a bakery to raise cash. 


@® Communities in Botswana cultivate communal 
gardens and contribute their proceeds to health com- 
mittees. 


@ Project designers plan communally operated grain 
mills in southern Sudan as a way of supporting health 
workers. 


@ Gonoshasthya Kendra (Bangladesh) manages a dairy 
and pharmaceutical company, both to generate rev- 
enue for health care and social activities, and to pro- 
vide employment. 


@ The Bangladesh Rural Advancement Committee 
runs a printing press with similar objectives. 


These activities share one common feature: they ap- 
ply community skills, labor, and occasionally capital 
to productive enterprises as a way of raising money 
for health care activities. 


AD HOC CONTRIBUTIONS AND 
FUND RAISING 


Many communities generate primary health care re- 
sources through special fund raising and personal 
donations. The resources collected include land, ma- 
terials, and cash, in addition to labor. Principal mech- 
anisms include: voluntary donations; community 
assessments; festivals, raffles, and the like; and lot- 
teries. 


Donations 


Communities may contribute in cash orin kind, both 
for facility construction and for compensation of health 
workers. In many countries, housing and some public 
buildings are constructed entirely of locally derived 
materials such as mud, stones, bricks, or bamboo. 
These can also be used for some health facilities and 
for staff housing. Government construction stan- 
dards may sometimes be an obstacle, however, as 
recently reported from Nigeria and Sudan. 


In-kind contributions are common for payment of 
traditional practitioners and birth attendants. Proj- 
ects in Mali, Bangladesh (Rural Advancement Com- 
Mittee}, and the Philippines” encourage similar gifts 
to nontraditional workers. Only two reports of actual 
Payments to community health workers could be 
found, however: 


@ Two workers at the Projet de Sante Rurale (Mali) 
received free use of carts to transport crops. 


@ In one Bangladeshi (Brac) village, community 
members lent the health worker two bulls, from which 
he was able to earn a small income. 


Land may be donated either for special income- 
generating activities or for clinics, dispensaries, or 
staff housing. At Gonoshashthya Kendra (Bangla- 
desh), a wealthy landowner donated land for a new 
clinic; while communities in Nigeria donate com- 
munity-owned land. The Bangladeshi project found 
donations to be a mixed blessing, however, since the 
donor insisted that the project hire a friend, construct 
a tubewell on his land, and purchase supplies from 
his store. 

Instead of building new clinics, some communities 
donate existing space. Members of the Attipra (India) 
village council, for example, donated their personal 
meeting allowances in order to rent facilities. Other 
communities donated clinic space (Lalitpur, India). 


Community assessments 


A small number of projects reported community as- 
sessments for health care. Chaquicocha (Peru), for 
example, assessed each family 5 soles to establish a 
drug revolving fund. A Nigerian study reported as- 
sessments for unspecified purposes and at rates lower 
for women than for men. Balongmasin [Indonesia] 
reported similar levies. Assessments may be used for 
recurrent as well as one-time expenses. 


Festivals, raffles, and other community events 


Cash may also be raised by such special events as 
raffles, bingo, beauty contests, and public festivals. 
Some examples: 


© A health committee in Carrizal (Costa Rica) raised 
$11,000 to buy land and materials for a health post. 


It used bingo, dances, lotteries, and beauty contests 
to cover recurrent costs. 


@ The Bajada Medical Cooperative (the Philippines) 
used similar events to raise capital for drug revolving 
funds. 


Lotteries 


Several communities make interesting use of lot- 
terles to support development projects: 


@ At Porto Nacional, Brazil, coop members contrib- 
ute | cruzeiro a week to a common fund for cesspool 
construction and home improvements. By drawings, 
the fund is awarded to several families a week. 


® Clinics in Kottar (India) collect a surcharge on ser- 
vice fees and distribute the proceeds monthly by 
“lucky dip” for community projects. By 1976, par- 
ticipating communities had constructed 5,200 pri- 
vate latrines, three common latrines, ninety-eight 
community hall and clinic facilities, eight wells, and 
two drainage systems, valued in total at $65,000. 


® Some Javanese villages (Balongmasin, for example) 
fund community projects through avisan (communal 
capital accumulation). Participants contribute to a 
pool that is distributed by lottery. The process is 
repeated biweekly until every participant’s name has 
been drawn. 


Lotteries are also common in Latin America for hos- 
pital and other capital construction. 


CONCLUSIONS 


Allin all, more than a hundred community financing 
activities were reported, ranging in size from the 
national health program in China to mini-projects 
and individual clinics in a number of countries. De- 
tails reported were often skimpy. 

Most projects use multiple community and non- 
community financing methods. Only a few claim to 
cover a substantial part of capital or recurrent ex- 
penses. Their most common objectives are to: 


® compensate community health workers 

® pay for basic drugs 

® construct and maintain health and sanitation fa- 
cilities. 

Community financing activities can be grouped 
into five major types. Personal service fees, drug sales, 
and voluntary labor are the most common types, but 
production-based prepayment—the system used in 
China—reaches the most people. Ad hoc contribu- 
tions, though widespread, seem to play a minimal 
role in health care financing, 

Following this description of community financ- 
ing activities and options, questions asked in Chapter 
I are again raised and a framework is suggested for 
evaluating the strengths and weaknesses of alter- 
native community mechanisms. 
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Communities are unlikely to contribute cash, 


labor, or other resources unless they participate in major decisions. These Costa Ricans 
are attending a semiannual] community he 


alth assembly in the San Ramon project area. pHoro: Michael N. Favin, APHA, Washington. 
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CHAPTER 3 


community financing: evaluation of alternatives 


No single finance source is perfect for every purpose, 
and community health care financing is no excep- 
tion. Only part of the case for and against the com- 
munity option was seen in Chapter 1. Here, the 
strengths and weaknesses of community financing 
and its alternatives are discussed. 


- COMMUNITY vs NONCOMMUNITY SOURCES 


In Table 1.2 some criteria for evaluating finance 
sources were applied to five domestic and interna- 
tional alternatives but not to community financing. 
Although the table indicated considerable variation, 
these extracommunal sources share certain common 
characteristics and may be sharply differentiated from 
observed patterns of community financing. 


Table 3.1 indicates these differences using the ear- 
lier criteria. Community financing arrangements also 
differ markedly among themselves, but this table 
focuses on the broad picture. 


By types of costs supported, only three common 
community objectives emerged in Chapter 2: pay- 
ment of basic health workers, restocking of drugs, 
and facility construction and maintenance. These 
fall well short of the complete primary health care 
requirements. Table A.1 shows that virtually every 
project has had additional support from outside the 
community. National and international sources can 
potentially support a wider range of costs and activ- 
ities than community financing. 

The Activities column in Table 3.1 reiterates this 


Table 3.1 Comparison of community and noncommunity finance sources 


method community financing 


Types of cost supported 
and maintenance 


Worker compensation; drug restocking; construction 


national or international financing 


Variable 


Types of activities 
supported 


Resources generated 


Dependability 


Distributional impact 


Effect on services 
Scope 


Accessibility 


Nonrevenue implications 


Major advantages 


Major disadvantages 


Appropriate uses 


Mainly basic service delivery and activities that occur 
within the paying community 


Local currency; labor; produce and materials 


Variable, but often difficult to sustain over time 


May distribute resources within the community 


Only activities with high community demand are sup- 
ported 


Increases accessibility by financing services in cur- 
rently unserved areas; not as effective as wider dis- 
tribution of government services, however 


May increase community self-confidence and ability 
to deal with other development issues, but may cre- 
ate hostility to government if other areas get free 
services 


May draw on already large private health care ex- 
penditures; exploits underutilized resources (labor 
and in-kind); promotes community participation 


Preserves. regional disparities; funds only a portion of 
primary health care costs; often difficult to start up 
and manage 


Useful for partial support of basic health care costs 
IF community organization is strong, and IF relation 
with government is good (see text) 


Overall system development and management 


Foreign exchange; local currency; commodities 


Variable, but often more predictable than untried 
community schemes 


Variable, but normally much greater than for commu- 
nity schemes 


Can support the full range of primary health care ser- 
vice and activities 


Should improve accessibility 


May increase political support for government 


Easier to start up than community financing; reduces 
regional disparities and supports full range of primary 
health care activities 


Often unavailable for new activities 


Overall system development and management; sub- 
sidization of public goods; reduction of economic dis- 
parities 


conclusion. Government sources, even foreign aid, 
are often disproportionately allocated for cities, hos- 
pitals, and physicians. Political considerations limit 
their allocation to primary health care. Community 
expenditures, by contrast, go mainly for basic health 
care programs, simple first aid, and a limited supply 
of drugs. Community support is particularly com- 
mon for locally tangible and manageable activities 
and has rarely been used for supervisors or trainers 
or infrastructure outside the community. 

The resources generated by community activities 
include local currency, labor, materials, and land, but 
not foreign exchange. Communities could produce 
export commodities, such as handicrafts or raw ma- 
terials, or they could facilitate tourism, but only one 
such activity was reported in direct support of pri- 
mary health care.' Noncommunal sources may pro- 
vide scarce commodities and foreign exchange, but 
they make little use of unpaid labor and local pro- 
duce. 


The dependability of a finance source hinges both 
on prudent management and on certain factors out- 
side community control. Both short- and long-range 
dependability need to be considered. Community 
sources are relatively undependable in the short run 
because the demand for specific services is unknown 
and because persons involved are unfamiliar with 
community self-management. Community financ- 
ing must be initiated and managed community by 
community. Its developmental costs are frequently 
underestimated (Chapter 4). Noncommunal sources 
are generally easier to monitor, but they, too, are 
subject to miscalculation of costs, bureaucratic mis- 
management, and political interruption. The long- 
range dependability of community financing requires 
synchronization between demand and the services 
provided. If the community considers services both 
affordable and desirable, mechanisms can eventually 
be developed to allow people to pay for them. 

Chapter 1 described the limited distributional im- 
plications of community financing and noted that 
only noncommunal sources could reduce regional 
disparities. Community financing can be supple- 
mented to reduce disparities, of course, but it seldom 
is. A rare exception, the Ethiopian government, sub- 
sidizes newly settled and minority areas because of 
their poverty. 

Table 3.1 next considers the effects of the finance 
source on the scope of services. The Alma Ata Dec- 
laration defined primary health care to include: 


- appropriate treatment of common diseases and in- 
juries 

© provision and resupply of essential drugs 

@ mother and child health and family planning 

® immunizations against major infectious diseases 
@ safe water and basic sanitation 


® prevention and control of locally endemic diseases 
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@ public education in the recognition, prevention, 
and control of prevailing health problems 
@ promotion of adequate food and nutrition. 


Individual consumers generally place highest prior- 
ity on personal curative services, while professional 
outsiders tend to emphasize the full range. Com- 
munity financing and external financing may have 
quite different scope of service implications. Com- 
munity finance depends on community demand while 
external finance responds more directly to profes- 
sional priorities. 

Successful community financing increases the ac- 
cessibility of basic health services. Community phar- 
macies are a major example; they have made drugs 
available at relatively low prices in areas not pre- 
viously served either by the government or the pri- 
vate sector. Communal production in China and 
agricultural cooperatives in Japan have supported both 
the demand and supply sides and have extended ser- 
vices to entire countries. National and external fi- 
nance could also increase service accessibility, but 
it is often not available. 

The nonrevenue implications of alternative sources, 
indicated earlier, bear repeating at this point. Com- 
munity participation is both a prerequisite for local 
financing and a likely outgrowth of a successful ac- 
tivity. By stimulating community self-confidence and 
organizational ability, community financing can 
contribute directly to the health project and to other 
development activities. National financing, on the 
other hand, may promote public support for the gov- 
ernment, provided that it is perceived to be equitably 
distributed. 


The final three columns in Table 3.1 summarize 
advantages, disadvantages and appropriate uses. 
Community financing is useful for partial support of 
basic health care costs but may not be appropriate 
if community participation is unlikely. It taps labor 
and in-kind resources not previously used for health 
care and, if properly designed, it attracts resources 
from the private sector. Unless supplemented, how- 
ever, it preserves existing regional and rural-urban 
disparities, and its equity may be questioned if wealthy 
areas receive free health care while poor or remote 
areas have to pay. 

National and international financing is more ap- 
propriate than community financing for develop- 
ment and management of the overall primary health 
care network, including supportive logistics, super- 
vision, and referral services. If available, it may be 
easier to start up than community financing, and it 
has more far-reaching distributional implications than 
the local alternative. Resource scarcity and scant 
support to community participation is the major 
drawback to reliance on national and international 
health care finance. 


ECONOMIC EVALUATION OF ALTERNATIVE 
COMMUNITY FINANCING METHODS 


To defray both one-time and recurrent costs, com- 
munities may undertake many types of activities of 
varying financial dependability and effects on service 
delivery and use. Differences in viability and effec- 
tiveness depend primarily on design and execution, 
but certain problems or benefits occur more com- 
monly with certain community financing schemes 
than with others. Table 3.2 evaluates some of these 
tendencies for nine types of community financing.’ 


The type of resource that a financing scheme gen- 
erates limits the kinds of costs that it can cover. The 
most versatile schemes are those that generate cash 
because cash can be used to purchase drugs and is 
welcomed by health workers as compensation. 
Schemes mobilizing labor or in-kind payments are 
less versatile but marshall relatively abundant re- 
sources. Table 3.2 shows the kinds of resource gen- 


various activities most frequently support. Com- 
munity labor, donations, ad hoc assessments, raffles, 
and festivals are usable chiefly for one-time costs, 
especially construction, equipment purchase, and 
creation of drug revolving funds. Most other financ- 
ing methods, by contrast, are usable only for recur- 
rent expenses, such as health worker compensation 
or drug supply (although they can be used to repay 
loans or establish reserve funds). Within these “du- 
Tation”’ constraints, community labor is best applied 
to construction; drug sales are most easily used to 
cover restocking costs; and service fees may most 
effectively be used for compensating health workers. 
Additional details are presented in Table 3.2. 
Many of the factors affecting economic viability 
can only be predicted, not controlled. Systems based 
on service fees and drug sales are particularly vul- 
nerable to interruptions in drug supply, while pro- 
duction-based prepayment and income-generating 
schemes are sensitive to market prices for the com- 


erated by each type of activity. As noted earlier, only 
extracommunal sources are likely to provide foreign 
exchange. 

The third column shows the types of cost that 


modities produced. Personal prepayment schemes and 
schemes based on community activities of various 
kinds (labor, donations or assessments, festivals, and 
raffles) are particularly sensitive to the public’s un- 


Table 3.2 Economic evaluation of alternative community financing methods 


types of major factors affecting economic 
method resources generated cost supported viability technical skills required community prerequisites 
‘J Fee for service Local currency; in Recurrent: CHW com- Regularity of drug supply; Fee setting; ac- Leadership commit- 
; kind (produce) pensation; drugs ability of people to pay counting ment essential 
Drug sales Local currency; Recurrent: drugs; CHW Regularity of drug supply; Price setting; inven- Leadership commit- 
labor compensation ability of people to pay; tory management; _ment essential 
management of capital accounting 
Personal Local, currency; in Recurrent and some Willingness and ability of Premium setting; Widespread under- 
prepayment kind (produce) one-time: CHW com- _ people to Pay; management accounting standing of prepay- 


pensation; drugs; and technical factors ment essential 

sometimes hospitaliza- 

tion 

Recurrent and one- 

time: CHW compensa- duction; management and 

tion; drugs; sometimes _ technical factors 

hospitalization 

Income generation Labor (used to cre- Recurrent and one- 
ate cash) time: CHW compensa- duction; public willingness 

tion; drugs to participate 

One time: facility con- — Public’s willingness to par- 

struction; community ticipate 

projects 

Recurrent: volunteer Turnover rate of volunteer 

CHWs Staff; need for retraining of 

replacement staff 


Depends on man- 
agement structure 


Market factors affecting pro- Premium setting; 
accounting 


Production-based Local currency; 
prepayment labor 


Market factors affecting pro- Depends on project Widespread com- 
mitment to activities 
being supported 
Widespread com- 
“mitment to activities 
being supported 
Health related skills Community support 
must develop to en- 
sure long-range 
support 


Community labor Labor Facility design 


Individual labor Labor 


Donations and ad Local currency; ma- One time: facility con- Public's willingness and None Widespread support 


hoc assessments terials; labor struction; equipment ability to participate essential for as- 
purchase sessments, though 
J not for donations 
Festivals, raffles, Local currency One time: facility con-  Public’s willingness and None Commitment of 
etc. struction; equipment ability to pay community leaders 
purchase may be adequate 
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derstanding and acceptance of objectives; their rev- 
enue-generating ability may also suffer during eco- 
nomic crises. (Fee and drug sales systems are also 
affected by economic factors, but curative needs are 
relatively constant and are likely to motivate con- 
tinued payments.] 

Virtually all schemes are subject to mismanage- 
ment and to technical error, but problems can often 
be reduced by practical design, technical assistance, 
or training. The skills most frequently needed are for 
utilization estimates, price setting, and cash man- 
agement. Utilization estimates are crucial for pre- 
payment or service fee systems that cover drug costs 
and also for fixed or minimum income guarantees 
to health care workers. Prepayment schemes that 
cover only fixed costs (such as worker salaries) are 
not especially sensitive to utilization, unlike those 
covering drugs or other variable costs. Utilization 
and demand elasticity forecasts may have to be done 
by educated trial and error since data bases for this 
are scarce in developing countries; they may be es- 
pecially difficult if drug supplies are irregular. 


Virtually all community financing requires some 
local participation in design and management, but 
some schemes can be initiated by a few leaders while 
others require broad public commitment. Personal 
prepayment, income generation, community labor, 
and ad hoc assessments are unlikely to succeed with- 
out the broadest possible public understanding and 
support, which may have to enlisted by special ed- 
ucational and motivational efforts. Service fees, drug 


sales, and individual labor, on the other hand, do not 
need community-wide participation, because a few 
community leaders can manage them; but they must 
still respond to community demand and perceived 
priorities. Projects should try to encourage com- 
munity participation in all activities,* but certain 
financing mechanisms are less likely to fail than 
others if participation is limited to the community 
leadership. 


SCOPE, ACCESSIBILITY, AND | 
DISTRIBUTIONAL EFFECTS OF ALTERNATIV 
COMMUNITY MECHANISMS 


Financial viability is of utmost concern to health 
planners, but many are equally concerned that pri- 
mary health care should broaden its range of activ- 
ities and put them in reach of persons who need 
them, regardless of residence or income. The scope 
of services ina community-financed activity depends 
primarily on what people will pay for. Individuals 
may not want to pay for services that benefit the 
community at large more than themselves. Com- 
munities in the aggregate, however, may be willing 
to pay for certain activities that individuals would 
not pay for. Table 3.3 shows how these considera- 
tions affect community alternatives. 

Two community financing methods, namely, ser- 
vice fees and drug sales, depend directly on aggre- 
gated individual demand. In these arrangements, per- 
sons pay for health care only when and if they need 
it, and the income generated depends directly on the 


Table 3.3 Effects of alternative community financing methods on the scope and accessibility of 


primary health care services 


method types of activity supported 


Fee for service 


income-related adjustments 


risk sharing 


Curative services; immunizations; family 


planning 


Drug sales Curative services; immunizations; family 


planning 


Personal prepayment Curative and preventive services; com- 


munity activities 


Production-based pre- 
payment 


Curative and preventive services; com- 
munity activities 


Income generating 
schemes 


Curative and preventive services; com- 
munity activities 


Community labor Curative and preventive services; com- 


munity activities 


Individual labor Curative and preventive services; com- 


munity activities 
Donations and ad hoc 
assessments 


Curative and preventive services; com- 
munity activities 


Festivals, raffles, etc. 


Curative and preventive services; com- 
munity activities 


Sliding scales feasible and common 


Adjustments rare; indigent may be 
helped by supplemental funding 
sources 


Premiums often adjusted for household 
income 


Usually all participants benefit equally, 
regardless of inputs 


Most community members can contrib- 
ute in some way 


Most community members can contrib- 
ute in some way 


Not applicable 


Donations generally reflect donor's re- 
sources; assessments are sometimes 
income adjusted 


Only the sick pay 


Only the sick pay 


Risks are shared, al- 
though users still pay ad- 
ditional fees 


Risks are shared, al- 
though users may still pay 
additional fees 

Risks are shared 

Risks are shared 


Not applicable 


Risks are shared 


Risks are shared 


volume of such individual “purchases.” These mech- 
anisms are most likely to support personal health 
care, particularly curative services, because the ben- 
efits go primarily to the individuals paying for them. 
Local financing methods that respond to group de- 
mand can support sanitation projects, control of 
communicable diseases, and other activities that 
benefit the whole community. Programs in Senegal 
(Sine Saloum‘ and Fatick) and Zaire, use income from 
personal curative services to pay for community ac- 
tivities, but this is relatively rare. 

The effect of the financing method on demand for 
health care should be assessed from two points of 
view: 

@ Can user contributions be adjusted for personal 
income? 

@ Do only sick persons pay, or are costs shared by 
both sick and healthy persons? 


In developing countries, the need for health care rarely 
coincides with the ability to pay for it. The poor, 
beset by crowded housing, bad water supply, and 
inadequate nutrition, are usually less healthy than 
the rich. Women and children often have little access 
to household resources, including food. These prob- 
lems are compounded by payment systems that place 
most of the burden on the sick. 


Table 3.3 assesses community financing options 
using these two criteria. Almost all except drug sales 
can be adjusted for income, and some can directly 
encourage people to contribute in accordance with 
their ability. Service fees and insurance premiums, 
for example, are often moderated by sliding scales. 
Schemes based on community activities—income 
generation, communal production, group labor, and 
the like—usually find uses for whatever time and 
skills people can offer. Voluntary donations also re- 
flect individual ability to contribute. While these 
adjustments are usually possible, the degree to which 
they occur varies greatly from one project to another. 

Risk sharing, on the other hand, is inherent in all 
community financing methods except personal ser- 
vice fees and drug sales. The latter two methods place 
the entire finance burden on the sick. 


ALTERNATIVE METHODS OF 
COMPENSATING HEALTH WORKERS 


One of the most common worries among primary 
health care planners is how to pay for community 
health care workers. A review of fifty-two AID-sup- 
ported health projects found that twenty-eight use 
volunteer or community-financed health workers and 
that others were considering community support be- 
cause the government could not continue official 
salaries or extend them to new areas.’ Although worker 
payment is a frequent community objective, (Chap- 
ter 2), outside funding (usually by the government) 
is still common. Table 3.4 reviews alternative meth- 


i a enema rn rere aa aaa aa 


ods of community funding for health workers and 
compares them with government support. 


The most commonly reported community mech- 
anisms for covering health workers costs are indi- 
vidual labor, service fees, and drug sales, roughly in 
that order of importance. One-time methods, such 
as group labor, donations, festivals and raffles, are 
not generally used for health workers because they 
do not provide continuous income. Other consid- 
erations in choosing among options include: the ad- 
equacy of revenue; expected effects on the scope and 
accessibility of services; and common problems. 

While community financing of health workers may 
Save the government money, the reverse can also 
occur if community-derived income is low and causes 
high staff turnover. Low morale has many causes, 
but some health workers have competing career op- 
tions and may prefer them to minimally paid com- 
munity work. Frequent turnover is likely to raise 
project training costs. 

Community financing of health workers has not 
produced adequate or steady income in many of the 
projects studied. Drug revolving funds rarely gen- 
erate a community-level surplus of more than $5.00 
a month, and they are vulnerable to lengthy supply 
interruptions. Workers in Afghanistan objected to 
their low compensation and were demanding gov- 
ernment supplements when the project closed. The 
Montero project (Bolivia) lost twenty-nine of its orig- 
inal forty-three health promoters due to interrup- 
tions in drug supply. Individual volunteer work seems 
to be adequate only for part-time or for prestigious 
work. Service fees, by contrast, must be both steady 
and adequate since they have sustained the private 
sector for generations. Most basic health workers, 
regardless of how they are paid, maintain several 
sources of income, including farm or sales work by 
paraprofessionals and off-duty private practice by 
professionals. 


One other system of worker compensation bears 
discussion even though it may be feasible in only a 
few settings. In China, Ethiopia, Tanzania, Benin, 
and elsewhere, production is communally organized, 
and community members contribute to the joint 
product as best suits individual ability and group 
needs. Some residents are engaged in agriculture or 
factory production, others in education, child rear- 
ing, social welfare activities and health. Workers are 
compensated partly according to effort and partly 
according to need. Health workers perform their 
functions in lieu of alternative communal work and 
are compensated in the same manner as other resi- 
dents. While this income may or may not be “ade- 
quate,’ it generally appears to be as good as any other 
in the particular community. 

The way a worker is paid greatly influences his 
responsiveness to community demand. Some pay- 
ment mechanisms such as service fees and drug sales 


35 


Oe 


Table 3.4 Evaluation of alternative means for compensating community health workers 


frequency of use for 


source of funds worker compensation 


Service fees frequently 


earmarked for worker 
compensation 


Fee for service 


Drug sales Drugs often sold at 10-30 Markups yield $3.00 to 
percent markup to com- $20.00 per worker per 
pensate worker for labor month, generally consid- 
and distribution expenses ered unsatisfactory 

Personal Such schemes, though Potentially adequate 

prepayment rare, usually compensate 


health workers 


Production-based 
prepayment 


Such schemes, though 
rare, usually compensate 
health workers 


Income generation Few examples available 


Community labor Not appropriate for recur- N/A 


rent costs 


Individual labor Used frequently 


work 


Donations and ad 
hoc assessments 


Many programs encour- 
age donations to worker; 
they are generally more 
appropriate for one-time 
than for recurrent costs 
Festivals, raffles, Not appropriate for recur- N/A 
etc. rent costs 

Government or 
other outside fi- 
nance 


Frequently used 


adequacy of revenue 


Potentially adequate, but 
depends on fee levels and 
other uses of income 


Potentially adequate 


Few examples available 


May be adequate for part- 
time or socially prestigious 


Not adequate in any re- 
ported program 


Adequate, if available 


expected effect on 


worker performance problems 


Services linked to drugs, 


so income may fall if sup- 
ply is interrupted 


Worker likely to neglect 
uncompensated activities, 
such as prevention, ser- 
vices to poor, community 
work 


Sensitive to drug supply; 
excessive drug use and also worker may retain re- 
neglect uncompensated ceipts rather than restock 
work drugs 


Worker may encourage 


Premiums need to be 
managed so as to give 
worker a steady income 


Depends on degree of 
community and supervi- 
sory control, but curative 
work generally stressed 


Depends on degree of 
community and supervi- 
sory control, but curative 
work generally stressed 


Few examples available Few examples available 


N/A N/A 
Depends on worker inter- 


ests and on informal com- 
munity rewards 


If turnover is high, training 
expenditures may be 
wasted 


Worker likely to stress re- Donations appear to be 
warded activities rare 


N/A N/A 


Supervisors may encour- Salary payments may be 
age preventive and com- irregular; workers tend to 
munity work—even if de- expect permanent employ- 


mand is low ment 
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N/A. Not applicable. 


reward only activities that individuals are willing 
and able to pay for—mainly personal curative ser- 
vices. Directly paid workers who perform effective 
preventive work may even reduce their income by 
cutting the need for curative services. Several coun- 
tries have encouraged traditional birth attendants to 
distribute contraceptives but have encountered re- 
sistance from midwives who recognized that family 
planning would reduce demand for their services.° 
Community (in contrast to individual) payment 
mechanisms allow expression of group demand and 
greater support for “public goods.”’ Without major 
health education efforts, however, communities may 
give low preference to preventive work, which may 
have to be government financed. The problem of 
appropriate incentive structures for community health 
workers has not yet been resolved.’ 

Both community and government payment mech- 
anisms run into serious implementation problems. 
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Both service fees and drug sales depend on regular 
drug supply. Minimally trained community workers 
may have little to offer but drugs, and worker income 
hinges on profits from drug sales. (Restocking delays 
often mean increased wholesale costs as well, which 
may eliminate any expected surplus for the health 
worker.) Workers who manage their own revolving 
funds may be tempted to decapitalize them rather 
than to retain revenue for restocking. Government 
payment is also subject to interruptions, some lasting 
several months, and workers or supervisors have to 
leave work for a day or more to deliver stipends. 
These managerial problems can be controlled, but 
they are likely to occur in most rural programs. 
There is in short no ideal method for worker pay- 
ment except possibly where health education causes 
community and professional priorities to coincide. 
(Health education itself, of course, has to be fi- 
nanced.) Communities, and especially individuals, 
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tend to be interested primarily in personal curative 
services, not in the full range of primary health care 
activities defined at Alma Ata. Direct payment 
methods do nothing to help the poor or persons with- 
out access to family wealth. Service fees can be ad- 
justed for income, but often are not, and drug prices 
must normally cover replacement costs, and are dif- 
ficult to adjust. Communal production, where fea- 
sible, may be a good financing method, but health 
programs have to adapt to existing social and political 
structures. If government payment is feasible, ways 
of using it to reward preventive work should be con- 
sidered. 


FINANCING BASIC DRUGS 


Many community activities also attempt to pay for 
basic drugs, usually through direct sales to the sick. 
User payments can defray in-country production and 
distribution costs (though only in areas with some 


cash economy) but they cannot provide foreign ex- 
change for imports. Some community methods are 
useful only for generating start-up capital. 

Drug revolving funds are technically the most fea- 
sible method for many locations because they op- 
erate like local merchants, prices are based directly 
on costs, and revenue is earmarked for restocking. 
Utilization need only be roughly estimated before 
prices are set. The capital to purchase the initial drug 
stock must, however, be obtained from external 
sources or financed through another community 
mechanism.°® 

Revolving funds can improve the availability of 
basic drugs, especially in areas not served by the 
Private sector, but they are beset by problems? and 
may fail if improperly managed. Using volunteer or 
minimally paid labor for distribution reduces costs 
and may make drugs more affordable. The poor may 
still be unable to pay, however, and supplemental 


Table 3.5 Evaluation of alternative methods for meeting recurrent drug costs 


methods 


Fee for service 


Drug sales 


Personal 
prepayment 


Production-based 
prepayment 


Income generation 
Community labor 


Individual labor 


Donations and ad 
hoc assessments 
Festivals, raffles, 
etc. 

Government or 
other outside fi- 
nancing 


N/A. Not applicable. 


frequency of use for drug costs 


Infrequent 


Common 


Some schemes cover 
drug costs; others charge 
separately 


Frequently cover drug 
costs 


Few examples available 


Not appropriate except for 
facility construction 


Used for distribution costs 
only 


Useful for initial capital but 
not for recurrent costs 


Useful for initial capital but 
not for recurrent costs 


Frequent 


adequacy of revenue 


Depends on fee levels 
and accuracy of utilization 
estimates 

Drug sales often intended 
to be self-sustaining; fea- 
sible for low-cost drugs in 
cash economies if whole- 
sale prices are stable 


Feasible if utilization can 
be adequately predicted or 
controlled 


Feasible if use can be ad- 
equately predicted or con- 
trolled 


Few examples available 
N/A 


N/A 


N/A 


N/A 


Government drug supplies 
are often inadequate 


effects on drug utilization 


Patients may overutilize 
drugs if covered by ser- 
vice fee 


Revolving funds expand 
use by creating new low- 
cost drug sources in re- 
mote areas. They are less 
accessible to poor per- 
sons than to the wealthy, 
however, and drug 
charges may discourage 
needed therapy 


Patients may be encour- 
aged to overutilize drugs; 
provider may be encour- 
aged to withhold them 


Patients may be encour- 
aged to overutilize drugs; 
provider may be encour- 
aged to withhold them 
Few examples available 
N/A 


N/A 
N/A 
N/A 


Patients may be encour- 
aged to overutilize drugs; 
provider may be motivated 
to withhold them 


problems 


Use has to be factored 
into fee levels but is often 
difficult to estimate 


Community pharmacies 
may compete with private 
sector and lead to black 
markets or to legal restric- 
tion; wholesale prices may 
rise between sale and res- 
tocking; funds may be de- 
capitalized by poor pricing 
or accounting procedures 
If premiums are in kind, 
goods must be sold for 
cash; estimated use has 
to be factored into premi- 
ums but is often difficult to 
predict 


Estimated use has to be 
factored into premiums but 
is often difficult to predict 


Few examples available 
N/A 


N/A 


N/A 


N/A 


Officially “free” drugs may 
be sold or otherwise ra- 
tioned illegally 


support (from outside the revolving fund) is often 
needed to ensure full accessibility. Persons who can 
afford to pay may nevertheless discontinue therapy 
when symptoms recede, and this may lead to relapses 
or biological resistances. Many settings afford wide 
latitude for private sector opposition or for black 
markets. 


A novel way of paying for both drugs and supple- 
mental foods was reported from the Centro Medico 
Evangelico (Honduras}. Mothers of malnourished 
children were encouraged to earn purchase credits 
by working in a community garden. The community 
sold some of the produce to raise cash for drugs. The 
system facilitated purchases by the indigent and taught 
some of them nutrition and gardening, but it was 
only seasonally available and was eventually dropped 
for unknown reasons. 

Other drug financing methods could perhaps re- 
duce income-related inequalities but some are more 
complicated to run than drug funds because est1- 
mated use has to be factored into service fees or 
premiums. The Sine Saloum project (Senegal), for 
example, provided drugs in return for a service fee, 
yet the average cost of drugs per clinic visit exceeded 
the amount charged. Drug stocks gradually declined 
(became ‘‘decapitalized’’} because income was in- 
adequate to replace them. Use may be difficult to 
estimate in the face of both unknown patient demand 
and uncertain external supply. Other projects such 
as that at Montero (Bolivia) have foundered because 
drug replacement costs rose faster than prices charged 
the community. 

About half the community-based prepayment 
schemes reviewed include drugs as a member benefit. 
The Community Health Program (Lalitpur, Nepal) 
collects premiums to supplement government drug 
supplies. Dana Sehat schemes (Indonesia) provide 
drugs and use credit unions to cover temporary cost 
overruns. Other prepayment schemes reserve pre- 
miums for such fixed costs as worker salaries, which 
are easier to predict than drug use. 


Government financing can theoretically equalize . 


access if supplies are adequate, but it is often in- 
flexible and unresponsive to community demand. 
Supplies tend to accumulate in areas where they are 
underutilized and be unavailable where they are 
needed. Shortages may lead to under-the-counter or 
other black market sales. “Pushing” supplies through 
the pipeline may be less effective than “pulling” them 
(through community payment) from below. Govern- 
ment funds could be reserved for subsidizing certain 
drugs or for helping poor areas, but this also has black 


market potential. These aspects of drug financing are 
summarized in Table 3.5.!° 
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CONCLUSIONS 
This chapter has discussed two issues: 


@ the feasibility and appropriateness of community 
financing within an overall national financing scheme 
(summarized in Chapter 4) 


@ the strengths and weaknesses of alternative com- 
munity mechanisms, especially for payment of health 
workers and drug costs (Table 3.6). 


It has been emphasized that no single financing source 
is perfect for every purpose and that the strengths 
and weaknesses of alternative methods have to be 
balanced against each other. 

Personal service fees are one of the most common 
methods of community financing for public sector 
services, especially for compensation of basic health 
workers. They are relatively easy to introduce be- 
cause they are familiar, and their economic viability 
is attested to by the long term survival of the private 
sector. People often prefer to pay for health care only 
when they need it. Service fees have serious weak- 
nesses, however, because they put the financing bur- 
den squarely on the sick and do little or nothing to 
help the poor or foster preventive activities. Sliding 
fee scales and supplemental support for community 
activities reduce these problems and are highly de- 
sirable if service fees are used. 

Revolving drug funds are also common because, 
after initial stockage, they can be self-financing if 
properly managed. Drug expenses are a major part of 
primary health care costs, and individuals are ac- 
customed to paying for them in the private sector. 
Community pharmacies reduce costs through use of 
minimally paid labor and often bring drugs to areas 
not served by the private sector. Their weaknesses 
are the same as those of service fees; additional prob- 
lems include frequent interruption of supply and the 
funds’ failure to ‘‘revolve,” due to price increases, 
inadequate accounting, or inappropriate expendi- 
tures. Neither do they produce the foreign exchange 
needed for importation. Supplemental funding is de- 
sirable for poor persons and preventive activities. 

Personal prepayment schemes are rare but desir- 
able because they spread health care costs among the 
sick and the well. Many cover only fixed costs, such 
as worker compensation, and most collect substan- 
tial additional revenue from service fees and outside 
support. Viability of voluntary plans is questionable 
because people often do not want to pay for health 
care before they need it. ‘Adverse selection” results; 
that is, membership attracts persons whose health 
care costs are particularly high. 

Health care financing through communal or co- 
operative production occurs in China, Ethiopia, and 
on a smaller scale in other countries. It is more stable 
than collection of premiums from individuals but 
more restricted in potential because communal or- 
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Table 3.6 Overall evaluation of community finance alternatives 


method 


Fee for service 


Drug sales 


Personal 
prepayment 


Production-based 
prepayment 


Income generation 


Community labor 


Individual labor 


Donations and ad 
hoc assessments 


Festivals, raffles, 
etc. 


strengths 


Familiarity; may draw 
Current private spend- 
ing into public sector 


Reduces drug costs 
through use of unpaid 
labor and emphasis 
on limited range of es- 
sential drugs 


Spreads health costs 
between the healthy 
and the sick 


Bases financing on 
existing economic unit 


Allows community la- 
bor to be used for re- 
current costs 


Uses an abundant re- 
source 


Uses an abundant re- 
source 


May use readily avail- 
able local materials; 
donations allow peo- 
ple to contribute ac- 
cording to ability 


People may “enjoy” 
paying 


weaknesses 


Mostly supports cura- 
tive services for those 
who can afford to pay; 
no risk sharing 


Supports mainly cura- 
tive care for those 
who can afford to pay; 
no risk sharing 


People often reluctant 
to pay for health care, 
expect when specifi- 
cally required 


Available for limited 
population groups (ex- 
cept where production 
is Communal) 


Start-up costs may be 
especially high 


Only seasonally avail- 
able and only for one- 
time costs 


Generally available 
only part-time; high 
turnover may raise 
training costs 


Limited utility, mainly 
for one-time costs 


Limited utility, mainly 
for one-time costs; 
low efficiency 


appropriate uses 


Payment of health 
workers if moderated 
by sliding scale 


Coverage of in-coun- 
try drug costs 


Prepayment of fixed 
costs, if adjusted for 
family income 


Appropriate for em- 
ployed persons or for 
cooperative or com- 
munal production 


Most appropriate for 
multisectoral (espe- 
cially PVO) projects 


Appropriate for facility 
construction and 
maintenance 


Mainly for part-time 
and supplemental 
health activities 


Purchase of equip- 
ment or initial drug 
supply 


Purchase of equip- 
ment or initial drug 
supply; capital con- 
struction in some 
countries 


supplemental needs 


Support for preventive 
and community work 


Help for the poor; for- 
eign exchange for im- 
ports; support for pre- 
ventive and 
community work 


Back-up funds may be 
needed for cost over- 
runs 


Support for subsis- 
tance groups 


Back-up funds 


Support for recurrent 
costs 


Referral links for all 
but simple problems 


Support for recurrent 
costs 


Support for recurrent 
costs 


common problems 


Many are reluctant to 
pay minimally trained 
community worker 
when traditional or pri- 
vate practitioner is 
available 


Supply interruptions; 
“decapitalization”; 
black marketing 


Many people prefer 
service fees when 
given the option; ad- 
verse selection 


Especially subject to 
economic forces 


Especially subject to 
economic forces. 


Community loses in- 
terest if government 
does not provide ex- 
pected inputs 


May be unavailable 
when needed 


May be difficult to mo- 
tivate 


Ee ee 


ganization (at least medium-scale economic enter- 
prise) is a prerequisite. Persons outside these systems 
need supplemental support. 

Income-generating schemes are productive enter- 
prises that attempt to raise cash for support of health 
care. Many governments and private organizations 
train communities to improve handicraft marketing, 
poultry production, and other cash enterprises, but 
only a few earmark income for social rather than 
individual use. Most commonly, a few communally 
owned fields are collectively cultivated near a health 
post. Income-generating schemes allow community 
labor to be applied to recurrent health care costs, but 
at the risk of diverting managerial skills and money 
from health care to the economic activity. 

Community labor is often effectively applied to 
construction of health posts, sanitation facilities, and 
water supply, but maintenance is the only recurrent 
cost it can easily cover. Community support often 
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reflects an assumption that the government will pro- 
vide a health worker or build a tube well, but if it 
doesn’t, disillusionment may result. 

Many health workers around the world are essen- 
tially volunteers, even though some receive small 
gratuities in return for favors. Individual volunteer- 
ism is appropriate where prestigious or otherwise 
valued, but it tends to support only part-time and 
low-level health care. It is generally adequate for only 
the lowest level of the health delivery system. 

The last two community methods, labeled ‘‘do- 
nations and ad hoc assessments” and “festivals and 
raffles,” include a wide variety of small individual 
or group activities. These can be effective for limited, 
mostly one-time costs, but offer little hope for sus- 
tained health care financing. 

The last chapter summarizes the pros and cons of 
community financing and talks about its start-up 
costs. 
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Some programs require community support as a precondition for government services. These Nicaraguan villagers contributed cash 
spontaneously when told that staff and drugs would be provided if a clinic were built. puoro: Michael N. Favin, aPHa, Washington. 


CHAPTER 4 


potential and limitations of community financing 


The time has come to sum up the evidence regarding 
community financing and to talk about the costs of 
Starting it up, if it seems appropriate for a locality. 

Advocates of community financing argue that it 
is a largely untapped resource and may be the only 
feasible solution to the lack of funds for primary 


. health care. Existing government financing is closely 


tied to secondary and tertiary care and would not be 
adequate—even if it could be shifted—for the mas- 
Sive population growth now occurring. Community 
financing uses readily available non-monetary re- 
sources, such as labor and local produce. It increases 
community self-reliance and organizational ability 
for both health and other problems. It is the key to 
community participation in general, and advocates 
Say this is reason enough to encourage it—even if 
other funds are adequate. The impressive experience 
of China is often cited. 

Opponents of community financing argue that it 
places the burden of health care financing on the 
persons least able to support it, the rural and urban 
poor and others without access to existing facilities. 
Health care is a “public good” and should, therefore, 
be nationally financed. It improves worker produc- 
tivity, contributes to reduced birth rates, and gives 
people the sort of hope for the future that is essential 
for development. Community financing is particu- 
larly inequitous in countries that provide free ser- 
vices in politically influential areas. Community fi- 
nancing is largely untested outside revolutionary 
China and a few small, privately sponsored projects. 
Its development costs may be high due to initial 
failures and the need to mobilize thousands of in- 
dividual communities. Community financing, op- 
ponents argue, is not the solution its supporters think 
it is but rather a diversion for governments lacking 
the political will to generate new national resources 
or to reallocate existing resources. 


This paper supports neither position unequivo- 
cally. Instead it concentrates on presenting the result 
of communities’ attempts to finance health care. Ef- 
forts in over a hundred projects and programs have 
been reviewed and described, often in the form of 
plans or nonquantitative reports but, in a few cases, 
detailed studies. These reports do not support the 
contention that community financing is untried, but 
they do indicate that its strengths and weaknesses 
have not been rigorously evaluated. Reports of com- 
munity self-sufficiency or near sufficiency in a few 
projects cannot be generalized for lack of adequate 


documentation. The most common forms of com- 
munity support are voluntary labor and direct per- 
sonal payments, and both have limited utility. Vol- 
untary labor is useful chiefly for one-time construction 
costs, while direct personal payments place the fj- 
nancing burden on the sick and limit access to per- 
sons who can afford to pay. Community financing, 
at best, is just one element in a balanced financing 
approach. It has not paid for supervision, logistical 
support, or referral linkages and can be effective only 
if these services are financed by other sources. 
Whenever partial community financing has been 
attempted, the usual approach has been to identify 
specific costs and ask the community to cover them. 
The costs most frequently identified have been: 


® construction and maintenance of health posts, 
sanitation facilities, and other physical resources 

® provision of community health workers 

@ local currency costs of basic drugs. 


These decisions generally reflect national budgetary 
constraints, not the communities’ willingness and 
ability to pay. Community financing would be more 
viable if planners started by studying demand. 

Once these costs have been identified in the hope 
of community financing, a wide variety of imple- 
mentation strategies have been developed by differ- 
ent projects. One approach has been to require com- 
munities to commit themselves to cover certain costs 
as a precondition for government inputs: 


@ The Hanang project (Tanzania), for example, re- 
quires communities to purchase first aid boxes and 
to support future health workers during a ten-month 
training period. 


@ The project paper for Sine Saloum (Senegal) states 
that ‘No inputs will be invested in any community 
unwilling to shoulder the responsibility of arranging 
remuneration of the village health workers, con- 
struction of a health hut, and a village medical sales 
operation.” 


Other projects have not required prior community 
commitment but have trained workers or provided 
an initial drug stock on the assumption of future 


4] 


support. Community financing, particularly of health Alternative ways to meet these needs include us- 


workers, has often not materialized as expected, and ing consultants, hiring full-time technical staff, and 
so training and other investments have sometimes training community managers. Foreign consultants 
been wasted. are useful for overall project analysis but can rarely 

The start-up costs of community financing often travel village to village to assist individual activities. 
exceed planners’ expectations, and this has some- As an alternative, full-time technical advisors could 
times led to project failure. At least three kinds of be hired to travel on circuit and provide individual 
inputs from outside the community are essential: community counseling. 


Training community managers has been at- 


® major community mobilization and liaison efforts tempted in several places: 


for virtually all community financing activities 

@ technical and managerial assistance to individual 
communities 

@ back-up resources for temporary deficits. 


® The Montero project (Bolivia), for example, gave 
health committee members three days’ training in 
leadership techniques and two days’ training in fi- 


These requirements are in addition to financing and nancial management and drug procurement. 
management of the broader primary health care net- 
work, without which community programs will fail. 

Community mobilization and liaison require- 
ments may be the least understood of the three. Proj- 
ect-community communication must be two-way. 


@ The Niger project gave bookkeeping training to 
the presidents and treasurers of village health com- 
mittees (but it had to be suspended, due to conflicts 
between health committees and workers). 


The government must describe the services it has to @ Village groups in Pikine (Senegal) used their own 
offer, educate the public about environmental and —_‘funds to train members in bookkeeping procedures. 
behavioral factors, and convince the community that ee 3 
minimally trained health workers can contribute to Such training a ecially desirable for community 
solutions. The government must also act as a catalyst achive involving cash ae drugs, since these are the 
in helping disparate parts of the community work most susceptible to misallocation. ie 
together. Because the government’s responsive role The need for back-up funds varies from pe ae 
requires rare bureaucratic flexibility, it is usually activity and may become ep patene only as a BEECH 
more difficult. It includes allowing communities to progresses. Some Eee believe that Oa 
participate in: should be allowed to fail because they will not put 


forth their best effort if someone else will cover losses. 
Others argue that failures are often attributable to 
professional error, to shortfalls in drug supply, or to 
other factors beyond community control. Some bal- 
ance between community self-reliance and outside 
support is clearly desirable. The Dana Sehat schemes 
(Indonesia) set up their own community credit unions 


e designing appropriate delivery systems 

@ selecting health workers 

@ developing local financing mechanisms 

@ deciding who will contribute and how much 

® managing revenue to prevent misuse 

@ making sure that all community members benefit 


appropriately. to provide needed reserves, and others could explore 
These activities must occur within units that the this technique. 
members themselves perceive to be communities. 
In large projects, staff will have to make a vast num- Finally, we need to consider where community 
fer ofndinelmeonrakes-with hundaiianeeee financing is going and how observers can contribute 
Be rae to its evaluation. The rhetoric of Alma Ata and the 
Some projects make no special provision to assist widespread belief ra self-reliance demand a ub 
community financing activities, while others (Kib- BEBE pases es role; and the ee of 
wezi in Kenya! and the Mauritania project, for ex- Health for All ’ calls for the exploration of every 
ample) emphasize continuing stimulation and tech- financing option. There must be balance in this ex- 
nical support. While only a little technical knowledge plorati Bie however - It must be realized that com- 
may be needed to build a health hut or pay health munity financing is, at best, only a partial solution, 
workers informally, more is required to make uti- that it may be more difficult and less effective than 
lization estimates or to guarantee a minimum sup- reallocation of current resources, and that govern- 
port level for health workers. Technical skills may ments have to encourage and facilitate—not im- 
be required to: pose—it. Researchers must generate case studies and 


report not only on the income raised but also on the 
community processes involved in raising funds and 
subsequent effect on the scope and accessibility of 
services. The time has come to move from rhetoric 
to reality, and from small demonstration projects to 
routine national programs. 


e@ assess ability and willingness to pay 
analyze cost and expected income 


* 
© calculate fees, premiums, and other charges 
® measure utilization 

® 


record routinely all income and expenditures. 
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2. Over, “Sahel,” 1980. 
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Workshop, Geneva, December 1-5, 1980. 
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Golladay and Liese, Health Problems, 1980. 
O’Connor, Afghanistan, 1980. 
Zschock, Health Care Financing, 1979. 


In the United States, the Department of Health and 
Human Services (Hus) has assisted a community fi- 
nanced program called the National Health Service 
Corps (NHSc) since 1972. Hus recruits and provides 
physicians, nurses, dentists, and other non-physician 
personnel to medically underserved communities, 
mainly in rural areas. The communities provide fa- 
cilities, drugs, equipment, and support personnel, and 
finance both capital and recurrent costs other than the 
physician’s salary. Moreover, communities reimburse 
the NHSC for salaries if income from patients exceeds 
expenses. Practices are owned and operated by com- 
munity boards and exist in more than 1,200 localities 
across the United States. 


- Appendix Table A.1 lists these projects, except for 


those involving only contributions of labor. 
Golladay, Policy Paper, 1980. 


. Jeremiah Norris, personal communication. 
. Examples include the Afghanistan Basic Health Ser- 


vices project and Dana Sehat in Indonesia. 


. Elasticity is defined quantitatively as: percentage change 


in quantity divided by percentage change in price. 

If a price increase of 5 percent, for example, causes 
a demand decrease of 10 percent, elasticity equals 2.0 
(elastic) and total revenue will fall. If the price goes up 
20 percent, however, while demand falls only 10 per- 
cent, elasticity will be 0.5 (inelastic), and total earnings 
will increase. 


Simpson-Herbert, ‘Traditional Midwives,’ 1980. 
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This figure includes only those covered by agriculture- 
based health insurance. 

Rifkin, ‘‘Participation,” 1981. 

A distinction is made in this chapter between service 
fees and drug sales even though in practice the two 
may be mixed. Fee payment, for example, may entitle 
the payor to drugs, while drug sales usually compen- 
sate the seller for his labor in addition to his direct 
cost. Service fees and drug receipts are often managed 
quite differently, however, and so they are discussed 
separately here. 


4. Sixty percent of fee income was earmarked for work- 


ON 


iQ; 
Pi: 
Ihe 
13. 


14. 


LS. 


ers, 35 percent for drug resupply, and 5 percent for 
miscellaneous. An alternative method, though still 
inadequate, would have been to cover drug costs before 
paying workers. The difficulties of the Sine Saloum 
project are more fully described in USAID, Project 
Impact Evaluation Report, no. 9, October 1980. 


. Golladay, Policy Paper, 1980. 
. A. Mead Over, personal communication. 
- Most developing countries import some or all of their 


basic drug supplies and must expend scarce foreign 
exchange both for the supplies themselves and for fuel 
and vehicles needed for internal transport. Commu- 
nity revolving funds do not generate foreign exchange 
and can be self-sustaining only in a more limited sense. 
Most projects use voluntary or minimally paid labor 
to cover the costs of handling and selling. 


. These amounts may be insufficient even at the com- 


munity level and are clearly inadequate for a national 
or regional program (Quick, Drug Supply, 1981). Re- 
volving funds operate at several levels, which must 
work closely together; the following discussion con- 
centrates on the community. 


. Communities in many programs are expected to mon- 


itor prices, although control may break down in iso- 
lated areas or in supply shortages. The Niger program 
publicized official prices on the radio, while the Hue- 
huetenango project made public announcements at 
clinics. 

The Thai sales are considred “donations” because the 
government officially disapproves of them. 


Gonoshashthya Kendra (Bangladesh), Kottar (India), 
Okgu (Korea), and Silliman (Philippines) are examples 
of larger programs. 

For hospitalization as well as for out-patient care. 
Estimated to be 1.0 percent of income. 

The VHS, which uses adjusted premiums, also re- 
ported difficulty in verifying income. 

Chinese financing is actually based on a large number 
of semi-independent communal health schemes. They 
are discussed as a single scheme here only because 
their dominant characteristic is dependence on com- 
munal production, even though there may be signif- 
icant diversity between individual communities. 


. Jeremiah Norris, personal communication. 

. Chen Long, ‘‘China,’”’ 1980. 

. Stevens, “Egypt,” 1981. 

. A recent review of fifty-two AID-supported primary 


care projects, for example, showed that twenty-eight 
used such workers. Appendix C lists these projects. 
Parlato and Favin, Analysis, 1982. 


. Selden, ‘“Nicaragua,”’ 1981. 
. Only one of twelve communities contributed labor for 


CHW fields in Fatick, however, and none did in Sine 
Saloum (both in Senegal). 


- WHO/UNICEF, ‘‘Background Document,” 1980. 
- UNICEF/WHO, Community Health Worker, 1980. 


CHAPTER 3 
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2. 


Mountain clinics in the Philippines produced greeting 
cards for sale in the United States. 

The five types described in Chapter 2 are further dis- 
aggregated here to facilitate analysis. The final line of 
Table 3.2, for “extra-communal sources,” includes both 
domestic and foreign contributions and is provided for 
contrast. 


. Martin, Community Participation, 1982. 

. In Sine Saloum, part of the fees collected by curative 
personnel went to pay sanitarians (who did not charge 
fees). Some of the curative personnel refused to allow 
this, however, on the grounds that sanitarians did not 
generate income. 


CONN N 


. Favin, AID-Assisted Projects, 1981. 

. Simpson-Herbert, ‘Traditional Midwives,”’ 1980. 

. Parlato and Favin, Analysis, 1982. 

. Some sponsoring agencies provide a small drug supply 


on credit, allowing sales revenues to pay for start-up 
as well as recurrent costs. 


. Quick, Drug Supply, 1981. 
. Quick, Drug Supply, 1981, looks at drug financing 


from an alternative perspective and discusses the lo- 
gistical elements of drug distribution. 


CHAPTER 4 


1. Favin, AID-Assisted Projects, 1981. 


appendix A summary tables 


Table A.1 Projects using community financing 


external fundin ____ community financing methods ___——s community 
country and dates of area AID national other service drug ____prepayment___ financing 
name of project operation’ — population government fees sales personal production objectives® comments? 
AFRICA BENIN 
Tori-Bossito (1980-) (11 villages) X World Food A Community supports 
Program health workers in kind or 
by taxes 
CAMEROON 
Hopital EPC 1925-(79) X X F Service fees cover 95 
d’Enongal percent of recurrent 
costs 
Jikejem Baptist — 1967-(79) 50,000 xX X x A,B Communities cover 99 
percent of recurrent costs 
National X Canadian Gov't. X B 
CENTRAL AFRICAN REPUBLIC 
Quham Province 1977-79 35,000 Xx X X B 
ETHIOPIA 
National Program 1978-(80) 29,892,000 X X A Farmer and urban 
dweller associations ac- 
tively involved 
GHANA 
Danta 1965-79 65,000 Xx X Ghana Medical X — 
School 
Kotobabi 1970-(79) 156,000 Xx Ghana Medical X _— 
Polyclinic School 
Salvation Army 1977-(79) 90,000 Xx World Vision, X X — Communities cover 40 
Inc. percent of recurrent 
costs 
KENYA 
Kibwezi 1980-(81) | 100,000 xX X AMREF — Stressing eventual com- 
munity financing 
Tiriki, South 1977-(80) 171,000 X UNICEF; U. of X X A 
Kabras and Bokoli Nairobi 
LESOTHO 
Rural Health (1978) 300,000 Xx X X A 
Development 
Scott Hospital 1974-79 100,000 Xx Dutch; South X — 
Africans 
MALI 
Rural Health 1979-(81) (2 prov- X X X B,F 
inces) 
I rr eee 
MAURITANIA 
Rural Medical 1980-(81) | 190,000 X X — Emphasizing everitual 
Assistance community financing 
NIGER 
Maradi 1966-(74) 700,000 X X A,B 
Department 
OS eS Se eS = ee ra a ee 
Rural Health 1978-(81) 5,500,000 x x Africare, Ger- X A,B Some in-kind remunera- 
man, Nether- tion of health worker; 
lands, Canada, government initially gave 
OXFAM bookkeeping training to 
village committees but 
later discontinued the 
NIGERIA 
Lardin Gabas 1970-(78) 500,000 American and x X B 
German mis- 
sionaries 
National (1980) 78,382,000 x A.C Community levies for 
land, labor, cash, materials 
Italics signifies that a case history is provided in Appendix D. 
Buen a oe only projects using one or more of the three community mechanisms listed. Projects using only labor or ad hoc donations and fund 
J ag eo Pes e are those of the most recent report. In most cases, it has been impossible to confirm that these projects continue to operate in the f 


2. Community financing objectives: A worker com 
and G supplement to government services. 

3. Percentage of costs covered is according to repcrts. 
4. See Bibliographical note for full reference. 


pensation; B drugs; C construction and maintenance; D training; E hospitalization; F general revenue, 
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a 


source* address 
Codja, “Benin,” 1980 D 


irecteur, Division de la Sante, Ministere de la Sante Publique, Cotonou, Benin 
Codja, “Benin,” 1980 


Directeur, Division de la Sante, Ministere de la Sante Publique, Cotonou, Benin 


EE E—EeE 


APHA, Questionnaire, 1979 Hopital EPC D’Enongal, B.P. G1, Ebolowa, Cameroon 


APHA, Questionnaire, 1979 Jikejem Baptist Health Centre, c/o Banso Baptist Hospital, P.O. Box 9, Nso, 


Northwest Province, United Republic of Cameroon 
Howard Miner, personal communication M 


inistry of Public Health, Yaounde, United Republic of Cameroon 


Favin, AlD-Assisted Projects, 1981 Ministry of Health, Bangui, Central African Republic 


Gebrie, “Ethiopia,” 1980 Chief, Training Section, Ministry of Health, Addis Ababa, Ethiopia 


a a eee 


Danfa, 1979 Comprehensive Rural Health and Family Planning Project, University of Ghana 


Medical School, P.O. Box 4236, Accra, Ghana 


Health Information Exchange, 
Project Capsule, 1980 


APHA, Questionnaire, 1979 


Mamobi Urban Health Centre, Ministry of Health, P.O. Box 184, Accra, Ghana 


The Salvation Army Village Health Care Project, P.O. Box 320, Accra, Ghana 


CO SE EEC 


Favin, AlD-Assisted Projects, 1981 Ministry of Health, Nairobi, Kenya 


Wan’Gombe, “Kenya,” 1980 Institute of Adult Studies, University of Nairobi, P.O. Box 30197, Nairobi, Kenya 


= 


Favin, A/D-Assisted Projects, 1981 Ministry of Health, Maseru, Lesotho 


Health Information Exchange, Dr. M. Verhage, Director, Comprehensive Health Care Project, Scott Hospital 
Project Capsule, 1980 Region, P.O. Box 9, Morija, Lesotho 
Brinkerhoff, “Projet de Sante Rurale,” 1980 Ministry of Public Health and Social Affairs, Bamako, Mali 


5 a a hhh 


Favin, A/D-Assisted Projects, 1981 Directorate of Health, Ministry of Health, Labor and Social Affairs, Nouakchott, 


Islamic Republic of Mauritania 
IC HO PUIIC OF MAUNA 
Djukanovic, Alternative Approaches, 1975 Ministry of Public Health and Social Affairs, Niamey, Republic of Niger 


Over, “Sahel,” 1980; Charlick, Animation Rurale, 1982 Ministry of Public Health and Social Affairs, Niamey, Republic of Niger 


ne nn AS ee 


APHA, Questionnaire, 1979; Barrow, “Lardin Gabas,” 1977; Health Lardin Gabas Rural Health Program, Church of the Brethren, Box 626, Jos, 
Information Exchange, Project Capsule, 1980 Nigeria 
Kolawole, “Nigeria,” 1980 Chief Coordinator, Basic Health Service Scheme Coordinating Unit, National 


Health Planning Division, Federal Ministry of Health, Lagos, Nigeria 


Table A.1 Projects using community financing (continued) 


external funding community financing methods community 
country and dates of area AID national other service drug ___prepayment___ financing 
name of project operation’ population government fees sales personal — production objectives® comments? 
SENEGAL 
Fatick 1977-(80) = (1 rural X Dutch Xx xX X A,B,C,F 
community) 
Gossas 1977-(80) X Canadian X B,F Vaccine revolving fund 
Pikine 1975-(80) 150,000 X Belgian G 
Sine Saloum 1977-(81) 880,000 X Xx UNICEF x A,B,C UNICEF activities pre- 
ceeded AID 
Thies 1957-(77) 550,000 X UNICEF X Xx F Income-generation sup- 
ported day care center 
SIERRA LEONE 
Eastern Clinic 1967-(79) 70,000 X German, Swiss X G Income-generating activi- 
and Dutch mis- ties 
sions; Swiss and 
Canadian gov- 
ernments 
SUDAN 
North 1979-(81) 10 million X X Xx = “Donation’’ boxes 
South 1979-(81) 3-4 million x X X = “Donation’’ boxes 
TANZANIA 
Aga Khan Health 1941-(79) 10,000 Aga Khan X X F Community reportedly 
Services Foundation covers 100 percent of 
recurrent costs 
Hanang 1980-(81) (43 villages) x X X A,B,D Health workers may be 
excused from communal 
work; 50 percent of 
communities pay health 
workers 
ZAIRE 
Vanga 1969-(79) 250,000 Xx OXFAM; Ameri- Xx x A,B,C,F Drug and service fees 
can mission cover 93 percent of re- 
Current costs 
ZIMBABWE 
Salisbury City 1971-(79) 600,000 X City X — Service fees cover 25 
Health Dept. government percent of recurrent 
costs 
ASIA AFGHANISTAN 
a Health 1976-79 830,000 Xx xX Xx A,B Users paid 46 percent of 
ee ee ee 
BANGLADESH 
aa or 1973-(79) 30,000 X UNICEF x x A Community cooperatives 
( ue evelopment (based on personal sav- 
) ings) pay for health 
———— eee eee 
DASH Rural FPIA Income 
= -generating 
oe activities 
oo 1972-(81) 100,000 Various X X A,B,F Income-generating 
activities 
—— a ee ee eS — 
Gurudaspur (1975) x = 
aL... an EEE 8 ee EEE EE eee 
en 1974-(76) X — Donations and income- 
oo (1976) — Supported by earnings 
from community wheat 
field 
Palli Chiki 
i Chikitsak 1979-(81) X X X A,B Government trains basic 
health workers for pri- 
vate practice 
Raipura Thana (1975) X X — 
Rural Advance- 1972- 
Se ronnie 972-(81) 120,000 OXFAM X xX xX A,B,C,F Program reportedly 100 
(BRAC) percent community fi- 
BURMA nanced 
Primary 1980-(81 1 i 
Health toi) hella s X X A,B Communities expected to 


pay 76 percent of recur- 
rent costs 
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Or ee ee i... 


4 
= source address 


Over, “Sahel,” 1980 Ministry of Public Health, Dakar, Republic of Senegal 


Over, “Sahel,” 1980 Ministry of Public Health, Dakar, Republic of Senegal 


Over, “Sahel,” 1980 Ministry of Public Health, Dakar, Republic of Senegal 
Over, “Sahel,” 1980; Weber, Sine Saloum, 1982 Ministry of Public Health, Dakar, Republic of Senegal 


WHO/UNICEF, Community Involvement, 1977 


Ministry of Public Health, Dakar, Republic of Senegal 


SS a i ee i 


Health Information Exchange, The Eastern Clinic, Mobai via Baiima, Sierra Leone, West Africa 
Project Capsule, 1980 


cs 


Favin, AlD-Assisted Projects, 1981 M 


inistry of Health, Khartoum, Democratic Republic of the Sudan 
Favin, A!D-Assisted Projects, 1981 


Ministry of Health, Khartoum, Democratic Republic of the Sudan 


APHA, Questionnaire, 1979 H.H. The Aga Khan Health Services, P.O. Box 692, Mwanza, Tanzania 


Favin, AiD-Assisted Projects, 1981; AID, “Hanang,” 1980 Ministry of Health, Dar es Salaam, United Republic of Tanzania 


| a se 


APHA, Questionnaire, 1976; Health Information Exchange, Project Capsule, Vanga Hospital, Vanga s/Kwilu, C.B.Z.0., PB4728 Kinshasa 2, Republic of 
1980 Zaire 


APHA, Questionnaire, 1979 City Health Department, P.O. Box 596, Salisbury, Zimbabwe 


a 


O'Connor, Afghanistan, 1980 Ministry of Public Health, Kabul, Democratic Republic of Afghanistan 
a ee 
APHA, Questionnaire, 1979 Health and Nutrition Program, Bangladesh Academy for Rural Development, 


Kotbari, Comilla, Bangladesh 


Family Planning, Project Paper, 1978 Ministry of Health and Population Control, Dacca, People’s Republic of 
Bangladesh 


Health Information Exchange, Project Capsule, 1980; APHA, Questionnaire, Savar Gonoshasthya Kendra, P.O. Nayarghat via Dhamrai, Dacca, Bangladesh 
1976; Bouhafa, “Two Goals in Bangladesh,” 1976; Coombs, Basic Needs, 
1980; Arnhold, “Paramedical Programs,” 1979 


Sattar, “Bangladesh,” 1975 Bangladesh Academy for Rural Development, Comilla, People’s Republic of Bangladesh 
Karim, Swanirvar, 1976 Rural Development Academy, Bogra, People’s Republic of Bangladesh 
Azad, “Swanirvar,” 1976 Village of Muzaffarabad, Chittagong District, People’s Republic of Bangladesh 
Barnum, Implementation Status, 1980; Barnum, Economic Analysis, 1980 Ministry of Health and Population Control, Dacca, People’s Republic of 

Bangladesh 
Sattar, “Bangladesh,” 1975 Ministry of Health and Population Control, Dacca, Bangladesh 
Arnhold, “Paramedical Programs,” 1979; Coombs, Basic Needs, 1980 Sulla Project, P.O. Kadirgonj, District Sylhet, Bangladesh 


—_— SE ae 
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USAID/Burma, “Project Paper,” 1979 Ministry of Health, Rangoon, Socialist Republic of the Union of Burma 


Table A.1 Projects using community financing (continued) 
external funding _____ community financing methods community 
country and dates of area AID national other service ___prepayment___ financing 
merce! _ operation | speaiieion Government "fees —_—_—sales_—“perSonal—_producton_objctves?® _commens® 
CHINA 
National Program 1966 1 billion x A,B,E,F 
Oe eee 
INDIA ane. 
Attipra (1970) (Several X C Community leaders donat: 
Dispensary villages) ed clinic space and cash 
Aurangabad Health 1977-(79) 75,000 State government; x — Community covers 25 
and Development international agencies percent of recurrent 
Barpali Village 1953-61 (12,000 American X A,B,F 
Service families) Friends Service 
Committee 
Christian Rural 1956-(79) 30,000 German mis- X F Drug sales covered 66 
Health sionaries percent of recurrent 
costs 
Cooperative Rural (1976) 55,000 State govern- Xx A,B 
Dispensaries ment 
(Kerala) 
Howrah (1980) 2,600,000 A 
Contraceptive 
Depots 
Jamkhed 1970-(81) 100,000 Christian Medi- F Drug sales covered 66 
cal Commission percent of recurrent 
costs in 1975 
Kottar Social 1971-(80) 1,300,000 Catholic Relief X A,B Community covers 88 
Service Society Services; Ger- percent of recurrent 
man and Belgian costs; lottery also used 
governments 
Lalitpur (1976-) 30,000 — 
Maharashtra 1960-(79) 100,000 OXFAM, Catholic x — Community covers 50 
Arogya Mandel Relief Services; percent of recurrent 
State govern- costs; uses income-gen- 
ment erating activities also 
Mallur 1973-(80) 5,000 St. John’s Med- x A,B Community covers 20 
ical College: percent of recurrent 
Coordinating costs 
Agency for 
Health Planning; 
Catholic Confer- 
ence; State gov- 
ernment 
Social Work 1972-(80) 20,000 Indigenous X A,F Communities covered 10 
and Research percent of recurrent 
ee 
Voluntary Health 1963-(76) (20,000 State X A,B,F Community pays 20 per- 
Service families) government cent of recurrent costs 
INDONESIA 
Balongmasin (1977) 2,500 — Income-generating 
activities 
Bethesda 1965-(79) 200,000 American mis- X —_ 
sion groups 
Dana Sehat 1971-(80) Foundation for A,B,E 
Christian Hospi- 
tals 
Jawa Tengah 1973-(79) 555,000 ~ Dutch X — 
government 
Sejahtera 1971-(79) German mis- X —_ 
Foundation sions 
Socio-Economic  1976-(79) 14,000 Dutch 
Development soverinn oi : : ee ae drug 
Project search center mark ta. Gh tees 
cent tax on tobacco 
a : purchases 
ulawesi Tenggara 1977-(79) 35,000 UNICEF X a Community pays 20 per- 
aac cent of recurrent cost 
Mage Family 1980-(81) 144 million x ; 
Planning/Maternal am Income-generating 
Child Welfare — 
IRAN 
Kavar 1972-(79) 40,000 International De- =x = 


CN 


* 


=) 6 


a 


velopment 
Research Centre 


source* 


Akhbar, Bibliography, 1978; Chen Long, “China,” 1980; Dobson, “China,” 
1981; Hetzel, Basic Health Care, 1978; Newell, Health by the People, 1975; 
Wen, “Health Care Financing,” 1976 


Ee 


Valsan, Community Development, 1970 Ministry of Health and Family Welfare, New Delhi, India 


address 


Ministry of Public Health, Beijing, People’s Republic of China 


APHA, Questionnaire, 1979 Comprehensive Health and Development Project, P.O. Pachod, Aurangabad 


District, Maharashtra, India 
Fraser, Barpali, 1968 


Project terminated 


APHA, Questionnaire, 1979 Christian Rural Health Pro 


gram, Village Doliambo, P.O. Similiguda-764036, Dt. 
Koraput, Orissa, India 


Indian Council of Medical Research, Alternative Approaches, 1976 Ministry of Health and Family Welfare, New Delhi, India 


Bhiwandiwala, “West Bengal,” 1979 


Ministry of Health and Family Welfare, New Delhi, India 


Arole, “Jamkhed,” 1975; APHA, Questionnaire, 1976; Djukanovic, Comprehensive Rural Health Project, Jamkhed, District Ahmednagar, 
Alternative Approaches, 1975 Maharashtra, India 
Indian Council of Medical Research, Alternative Approaches, 1976; APHA, Kottar Social Service Society, Community Health Development Project, Bishop’s 
Questionnaire, 1979; Field, “Grassroots,” 1980 House, Nagercoil-629001, Kanya Kumari District, Tamil Nadu, India 
Indian Council of Medical Research, Alternative Approaches, 1976 Harriet Benson Memorial Hospital, Lalitpur, Uttar Pradesh, India 
APHA, Questionnaire, 1979; Health Information Exchange, Project Capsule, Maharashtra Arogya Mandal, Hadapsar, Poona-411028, India 
1980 

p Indian Council of Medical Research, Alternative Approaches, 1976; Department of Community Medicine and Rural Health Services and Training 
Narayan, “Mailur,” 1980 Programmes, St. John’s Medical College, Bangalore 560034, India 
Coombs, Basic Needs, 1980 Social Work and Research Centre, Silora Block, Ajmer District, Rajasthan, India 
APHA, Questionnaire, 1976, 1979; Sanjivi, Planning India’s Health, 1971; Institute of Community Health, Voluntary Health Services Campus, Adyar, Tamil 
Indian Council of Medical Research, Alternative Approaches, 1976 Nadu 600020, India 
WHO/UNICEF, Community Involvement, 1977 Balongmasin, East Java, Indonesia 
APHA, Questionnaire, 1979 Rumah Sakit Umum Bethesda, Kotak Pos 20, Singkawang, Kal Bar, Indonesia 
World Neighbors, “Community Effort,” 1979; Hendrata, “Rural Java,” 1976; Yayasan Indonesia Sejahtera, Jalan Kenanja 163, Solo, Indonesia 


Newell, Health by the People, 1975; Supardi, “Health Insurance,” 1979 


APHA, Questionnaire, 1979 Strengthening of Kabupaten Health Services, Dinas Kesehattan Kabupaten, 
Dati 1 Karanganyar—Surakarta, Jawa-Tengah, Indonesia 


APHA, Questionnaire, 1979 Indonesia Sejahtera Foundation, Comprehensive Community Development 
Program, Jalan Kenanga 163, Solo, Indonesia 


I DE Oe ee ee 


APHA, Questionnaire, 1979 Socio-economic Development Project, Misi Catolic, Basim—Agats, Irian Jaya, 
Indonesia 
APHA, Questionnaire, 1979 Primary Health Care Project, Kepala Dinas Kesehatan Kabupaten, Kendari, 
| Sulawesi Tenggarra, Indonesia 
Favin, AlD-Assisted Projects, 1981 Ministry of Health, Jakarta, Indonesia 
APHA, Questionnaire, 1979 Village Health Worker Training Project, Department of Community Medicine, 


Pahlavi University, Shiraz, Islamic Republic of Iran 


——— a ssenesesseenesesssinsssseisesenents 
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Table A.1 Projects using community financing (continued) 


external funding 


community financing methods community 


country and dates of area AID national other service drug prepayment financing 
name of project operation’ population government fees sales personal production objectives® comments? 
JAPAN } | 
Rural Health c1800- 35 million X X F National health insurance 
Insurance (1981) scheme evolved from 
mutual aid societies and 
agricultural Cooperatives; 
premiums and service 
fees now cover 65 per- 
cent of cost; remainder 
from government 
KOREA 
Chungseong Gun 1972-80 13,000 Seoul National Xx Xx A,B,F Community covered 55 
Universi percent of recurrent 
ty 
costs in 1976 
Kojedo 1969-76 30,000 X Christian Medi- Xx X F Community covered 40 
cal Commis- percent of recurrent 
sion; Bread for costs 

the World 
Okgu Medical 1979-(81) 300,000 X X Xx A,B,E,F Supported by Korean 
Insurance Health Development 
Cooperative Institute 
Yonsei University 1974- (20 villages) Yonsei University X A 
(Kang Wha) 

NEPAL 
Community Health 1972-(81) 7,574 X United Missions E.G 
Program, Lalitpur households of Nepal 
nes ee ON ee eee 
PAKISTAN 
St. Teresa's 1972-(79) 107,000 OXFAM X Xx F Community covers 30 
Hospital percent of recurrent 
SSS a eee 
PHILIPPINES 
Bajada Medical 1969-(78) 17,000 W. Germany; X Xx A,B,E,F Community covers 30 
Cooperative eee oats percent of recurrent 

orld, Fniip- costs 

pines Population 

Commission; 

Asia Foundation; 

UNICEF 
LL, a eee 
Bicol 1979-(81) 400,000 X X X BF 
Community 1972-(79) 18,000 Univ. of Philip- Xx _ Community covers 30 
ele for Health pines percent of recurrent 

pon fe costs 
Mountain Clinics 1972-(79) 35,000 Local and Amer- x — Income-generating 

ican religious activities 

groups 
Se tii nase d 1978-(79) 46,000 X A,D Uses volunteer health 
Health Programme workers, community 

pays certain training 
costs (food, lodging) 
Panay 1978-(81) 600,000 X X X B 
Santa Cruz 1974-(79) 35,000 X OXFAM; Philip- X _— 
Mission pine business- 

men 

Silliman Project (1977) 560,000 Silliman X A,B Income-generating 
3 | University activities 
Tawi Tawi 1974-(79) 128,000 Society for Cath- x = 

olic Medical 

Missionaries 
TAIWAN 
Ren Ai 1977- 

Titarcalbeis 977-(79) 13,000 Numerous x a= Fees cover 15 percent of 
Program giOute recurrent costs 
ne ee ee 
THAILAND ——_—_—— 
Lampan - 
= Ith C a - oo) ; : : = 

alth Care -(81) 18 million ee 
Expansion X X World Bank x B 


TURKEY 


Daudzai 1973-(75) 


X 


B 


a en 


= 


OO 
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source address 


Higuchi, “Social Insurance,” 1974 Ministry of Health and Welfare, Tokyo, Japan 


a Ol Ue eee 


APHA, Questionnaire, 1976; Seoul National University, “Chungseong Gun,” Chungseong Gun Community Health Program, School of Public Health, Seoul 
1975 National University, 28 Yom Keum Dong, Jongro Ku, Seoul, Korea 


Health Information Exchange, Project Capsule, 1980: APHA Questionnaire Koje Do Community Health Project, Shil Jun Lee, Ha Chung M j 
yon, Koje Do, 
1976; CMC, Koje Do, 1972 Kyung Nam, Korea 603-27 


Fisher, Okgu, 1980; APHA, Questionnaire, 1976; KHDI, Community Health Korea Health Development Institute Project, 2-10 1-Ga Da-dong Yonsan-gu, 
Project, 1979; Dunlop, Korea, 1982 CPO Box 4516, Seoul, Korea 


Kariin, “Yonsei,” 1977; APHA, Questionnaire, 1976; Health Information Yonsei University College of Medicine, P.O. Box 71, Seoul, Korea 
Exchange, Project Capsule, 1980 


SS eee 


Donaldson, “Nepal,” 1982 Lalitpur Community Health Program, C.P.O. Box 252, Kathmandu, Nepal 
ee eee 

APHA, Questionnaire, 1979 Community Health Project, St. Tieresa’s Hospital, Mirpurkhas, Pakistan 

Karlin, Development of Peoples, 1978 Katiwala Project, Development of Peoples Foundation, Inc., Bajada, Kilometre 


5, Davao City, The Philippines 


Favin, A/D-Assisted Projects, 1981 Ministry of Health, Quezon City, The Philippines 


Community Council for Health Protection, Zone 78, Leveriza St., Malate, Metro 


APHA, Questionnaire, 1979 
Manila, The Philippines 


Kansalakan Mountain Clinic and Huntington Beach Mountain Clinic, 


APHA, Questionnaire, 1976 
Guihulnagar, Negros Oriental, The Philippines 


Community-based Health Program, Columbian Fathers, Pagadian City, The 
Philippines 


APHA, Questionnaire, 1979 
Ministry of Health, Quezon City, The Philippines 


Santa Cruz Mission Clinic, P.O. Box 7878, Marbel, South Cotabato 9708, The 
Philippines 


Favin, AID Assisted Projects, 1981 
APHA, Questionnaire, 1979 


Silliman University Medical Center, Extension Service, Dumaguete City 6501, 
Negros Oriental, The Philippines 


APHA, Questionnaire, 1979 Integrated Approach of the Public Health Program in the Delivery of Health 
Services to Tawi Tawi, Holy Family Hospital, Bongao, Tawi Tawi, The 


Philippines 
=". eesesnecemeseeeereneseeremeeee eee eee a ec A ee | 


APHA, Questionnaire, 1979 Ren Ai Tuberculosis Program, P.O. Box 31, Puli, Nanton Hsien, Taiwan 545 


McNeur, Changing Roles, 1977 


Lampang, 1979; Rogosch, (personal communication Lampang Health Development Project, Director General, Department of Health, 
pang og (p Ministry of Public Health, Bangkok, Thailand 


Project Administration and Finance Unit, Ministry of Public Health, Bangkok, 


Favin, AlD-Assisted Projects, 1981 
Thailand 
a eeeSeSFSFSSSSSSSSSSsSsmsmsFheFesesFsFseFesSsSsSs 


Khan Shoaib, “Daudzai,” 1975 Ministry of Health and Social Assistance, Ankara, Turkey 
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Table A.1 Projects using community financing (continued) 


external funding community financing methods community 
country and dates of area AID national other service drug prepayment financing 
name of project operation’ population government fees sales personal production objectives® comments? { 
BOLIVIA , 
Chiquitos 1976-80 100,000 X x Catholic Relief X A 
Services 
Montero 1975-80 35,000 x x . x A,B Some communities too 
transitory to help finance 
health workers 
Rural Health 1979-80 651,000 X Xx X A,B 
BRAZIL , 
Porto Nacional 1970-78 27,000 X State govern- C Supported community 
ment; U. of rather than personal 
Goias; Brazilian health services; used lot- 
Welfare League teries and donations 
COLOMBIA a 
Coffee Growers (1980) Xx G Growers Association 
buys services from 
Ministry of Health 
Community Health 1978-(80) (25 commu- X UNICEF Xx B,E 
Fund nities) 
COSTA RICA 
San Ramon 1970-(79) 82,000 X Val Verde X B 
Hospital 
ECUADOR 
Campesino Social 1963-(79) 100,000 Xx Ecuadorian Xx — Communities pay 2.5 
Security Social Security percent of recurrent 
Institute costs; income-generating 
activities and community 
labor also used 
EL SALVADOR 
Rural Health Aides 1978-(81) 4,800,000 x X Xx A Discussing use of peas- 
a eee 
GUATEMALA 
Chimaltenango 1962-(81) 200,000 World Neighbors x X A,B Project requires approxi- 
mately $50,000 per year 
in external donations 
Huehuetenango 1963-(81) 380,000 X Maryknoll X A,B Drug sales cover 50 per- 
Sisters cent of recurrent costs 
HAITI 
Fond Parisien x ak 
HONDURAS 
Centro Medico 1970-(79) 60,000 United Church X X A,B Community covers 36 
Evangelico Board percent of recurrent 
costs; income-generating 
activities also used 
Integrated Rural 1976-(81) X X X B,C 
Health Services 
MEXICO — Set SS a 
Asociacion Pro- 1959-(79) Parts of Numerous X F - Service fees cover 46 
Salud Maternal Mexico City percent of recurrent 
Community Medi- 1972-(79) 60,000 X ca 
cine Program 
bette Ls 1975-(79) 27,036 x x x — Communities cover 35 
espe percent of recurrent 
costs 
Piaxtla 1963-(81) 10,000 Hesperian X X A,B Income-generating 
NICARAGUA 
Rural Community 1976-79 45 villages) x 
Health oe ‘ : B 
2 ee eee I 
PANAMA 
Daley System ao) ee ; , = Income-generating 
PERU 


Chaqui 

aquicocha Xx B Community assessments 
ORDE-ICA 1980 17,600,000 x x x B 
ec EES eee 
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al source address 


Favin, A/D-Assisted Projects, 1981 


Santa Isabel Hospital, Chiquitos Vicariate, Ministry of Social Welfare and Public 
Health, La Paz, Bolivia 


Favin, A/D-Assisted Projects, 1981; Quick, Drug Supply, 1981 Ministry of Social Welfare and Public Health, La Paz, Bolivia 


SL 
Ministry of Social Welfare and Public Health, La Paz, Bolivia 
ne 


Favin, A/D-Assisted Projects, 1981 


Tauil, “Amazon Community,” 1978 Unidada Multiprofesional de Saude, Porto Nacional, Goias, Brazil 


Hunt, Colombia, 1982 Ministry of Public Health, Bogota, Colombia 


Solano, “Colombia,” 1980 Director de Investigaciones, Ministerio de Salud, Bogota, Colombia 
eK... eee eee 


Favin, San Ramon, 1979 c/o Hospital Valverde, San Ramon, Alajuela, Costa Rica 


Oe ea. Oe 


Annis, Strategies in Rural Ecuador, 1979 Programa de Seguro Social Campesino, Instituto Ecuatoriano de Seguro Social, 


Quito, Ecuador 


| Se oo hh 


Favin, AlD-Assisted Projects, 1981 Division of Maternal Health and Family Planning, Ministry of Health, San 
Salvador, El Salvador 


Newell, Health by the People, 1975; APHA, Questionnaire, 1976 Apartado 15, Chimaltenango, Guatemala 


APHA, Questionnaire, 1976; Annel, “Health Promoters,” 1978; Health Promotores de Salud, Apartado 5, Jacaltenango, Huehuetenango, Guatemala 
Information Exchange, Project Capsule, 1980 
SS one as) Sr 


Bordes, For the People, 1978 Centre d'Hygiene Familiale, 10, Premiere Impasse Lavaud, B.P.430, Port-au- 
Prince, Haiti 
APHA, Questionnaire, 1979 Centro Medico Evangelico, Apartado 17, San Pedro Sula, Honduras 
a Favin, AlD-Assisted Projects, 1981 Division of Maternal and Child Health, Ministry of Health, Tegucigalpa, 
Honduras 
I ee eee 
APHA, Questionnaire, 1979 Asociacion Pro-Salud Maternal, A.C., San Luis Potosi 101, Mexico 7, D.F., 
Mexico 
APHA, Questionnaire, 1979 Programa de Medicina en la Communidad, Tolsa 238, Guadalajara, Jalisco, 
Mexico 
fee 
APHA, Questionnaire, 1979 Huejotzingo Hospital Rural, Av. R. Avila Camacho 404, Huejotzingo, Puebla, 
Mexico 


AED, “Health Education,” 1976; Werner, “Piaxtla,” 1977; Werner (personal Piaxtla Project, Ajoya, Sinaloa, Mexico 
communication) 


Favin, AlD-Assisted Projects, 1981 Division of Health Education, Ministry of Public Health, Managua, Nicaragua 
EEE ee 
Favin, A/D-Assisted Projects, 1981 Ministry of Health, Panama City, Panama 


ESR Ee a a 
Castillo, Chaquicocha, 1964 Chaquicocha, Peru 


Holley, “Sur Medio,” 1981 Ministry of Health, Lima, Peru 


AFRICA 


Table A.2 Projects charging service fees 


who pays? sliding 


services charged for 


who collects and 


project scales and exemptions or exempt who sets fees? manages money? how is income used? comments 
CAMEROON 
Hopital EPC Flat fees Immunizations Service fees cover 


Jikejem Baptist Sliding scales Baptist Medical To pay staff 
used Authority 

GHANA 

Danfa Children charged 
half price 

Kotobabi 

Polyclinic 


free 


95 percent of re- 
current costs 


LS SN eee eee 


Salvation Army 


Sliding scale not 
used 


Salvation Army 


Sennen ee eee en ene ——— 


KENYA 


Tiriki, South Ka- 
bras and Bokoli 


Children pay one- 
third adult rate 


Village committee 


To compensate 
health worker 


LESOTHO 
Rural Health Clinic patients pay To compensate 
Development health worker 
Scott Hospital Fees vary by 
treatment 
NIGERIA 
Lardin Gabas Village Health 
Committees 
SENEGAL 
Fatick Local community Local community Purchase of vac- 
cines, drugs and 
other supplies; 
worker compensa- 
tion; small sanita- 
tion projects 
Pikine Half price for chil- 1B, malnutrition, Health committees Health committees General purposes, Largest center av- 
dren and free ser- and “emergency to supplement eraged $2,000 a 
vice for the indi- cases’ treated government ser- month 
gent without charge vices 
Sine Saloum Clinic patients pay, Half price fees for District political of- Clinic staff To compensate Income inade- 
but exemptions return visits (for ficer workers and main- quate; caused de- 
are allowed at same problem) tain revolving drug pletion of drug 
worker’s discretion fund (60 percent — stocks and closure 
for staff; 35 per- of many health 
cent drug restock- huts 
ing; 5 percent 
maintenance) 
Thies 


Service fee cov- 
ered both treat- 
ment and drugs 


Be ee EE Sr 


SIERRA LEONE 


Eastern Clinic Project staff Fees cover 25 


percent of recur- 


General revenue 


ne 

SUDAN 

North Clinic patients Patients Very little being 
make “voluntary” raised 
donations 

—— ee LE. ee 

South Clinic patients Patients Very little being 
make “voluntary” raised 

aes donations 
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Table A.2 Projects charging service fees (continued) 


who pays? sliding services charged for who collects and 


project Scales and exemptions _or exempt who sets fees? manages money? how is income used? comments 
TANZANIA 


Aga Khan Sliding scale used Some services are 


Health Services free - 
ZAIRE Tee 


Vanga Flat fees Preventive and Project staff Village health and Payment of health Service fees cover 
educational ser- development com- workers; curative 34 percent of re- 
vices mittees fees support pre- _ current costs 

ventive and edu- 
cational work 
ZIMBABWE 
Salisbury Health Fully immunized Some services are Clinics Service fees cover 


Dept. persons exempt free (e.g., immuni- 25 percent of re- 


from fees zations) Current costs 
BANGLADESH 


Academy for Flat fees 
Rural Develop- 


ment 

Gonoshasthya Members of pre- Project staff General revenue _ Service fees enti- 

Kendra payment scheme tle patient to drugs 
pay reduced fees 

Palli Chikitsak Fees agreed upon Individual practi- Individual practi- To compensate Government trains 


basic health work- 
ers and then al- 

lows them to prac- 
tice independently 


by health worker tioner tioner 


and patient 


practitioner 


Rural Advance- Nonmembers of General revenue 


ment Committee prepayment 


scheme pay fees 
CHINA 


Project staff 


National Pro- 
gram 


Community 


Production bri- 
gades 


General revenue 


Considerable vari- 
ation from one lo- 


cale to another 
INDIA 
Attipra Project staff 
Aurangabad Some services Service fees cover 


Health and De- free 15 percent of re- 


velopment current costs 
eS“. oe . 

Barpali Project staff Most villagers ap- 
peared to prefer 


service fees to 
prepayment 


General revenue 


Christian Rural Sliding scale used Charges for immu- Project staff General revenue 


Health nizations 
Cooperative Ru- Members of health Members of coop- Cooperative To compensate 
ral Dispensaries cooperative pay erative health workers 

lower rates than 

nonmembers 
Kottar Staff, advised by _— Project staff and To compensate 

community community health health workers 
committee 

Maharashtra Ar- Indigent are ex- Fees vary by Service fees cover 
ogya Mandal empt treatment 25 percent of re- 


current costs 


ee —— 
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Table A.2 Projects charging service fees (continued) 


who pays? sliding services charged for who collects and 
project scales and exemptions or exempt who sets fees? manages money? how is income used? comments 
INDIA (continued) 
Mallur Nonmembers of Project staff General revenue 
prepayment 
scheme pay fees; 
untouchables and 
landless laborers 
are exempt 
SWRC Village council or General revenue 
health worker 
Voluntary Health Nonmembers of Project staff General revenue 
Services prepayment 
scheme pay fees; 
families earning 
under $12 a 
month are exempt 
INDONESIA 
Bethesda Sliding scale used Service fees cover 


20 percent of re- 


i 


Jawa Tengah Exemptions for im- 
munizations and 


antimalarials 
Sejahtera Foun- Flat fees 


dation 
Socio-Economic Some services 
Development free 


Project 
Sulawesi Teng- Immunizations free 


Service fees 
gara cover 15 percent 
of recurrent costs 
IRAN 
Kavar Flat fees Service fees cov- 
ered any needed 
drugs 
JAPAN 
Rural Health In- Insurance compa- General revenue __ Service fees cover 
surance nies 30 percent of re- 
current costs 
KOREA 
Chung-Seong Members of pre- General revenue 
Gun payment scheme 
receive 70 percent 
discount 
Kojedo Members of pre- | Members also re- General revenue _—- Fees cover 15 
payment scheme _ ceive free preven- percent of recur- 
receive 20 percent tive care rent costs 
discount on cura- 
tive care 
Okgu Members of pre- General revenue 
payment scheme 
receive 60 percent 
discount ean eas 
Yonsei | Project staff Worker compen- 
sation 
PAKISTAN 3 
St. Teresa's Sliding scale used Immunizations General revenue _—- Fees cover 15 
Hospital charged for percent of recur- 
ne 
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Table A.2 Projects charging service fees (continued) 


who pays? sliding services charged for who collects and 
project Scales and exemptions _ or exempt who sets fees? manages money? how is income used? comments 
PHILIPPINES 
Bajada Nonmembers of Project staff General revenue 
prepayment 


scheme pay fees 


Bicol General revenue 
Community 

Council for 

Health Protec- 


tion 


Mountain Clinics Sliding scale 


Payment in cash 


or kind 
Pagadian 


Some services 


exempt 
Santa Cruz 
Mission 
Tawi Tawi Payment in cash 
or kind (fish, vege- 
tables, bananas, 
sea shells, coco- 


nut oil) 
TAIWAN 


Ren Ai Tubercu- 
losis Program 


eS eeeeeSSSSSSSSMSSSsFMFMMMMSSsheee ee nl  lT——EEeee 
THAILAND 


Lampang Clinic patients Health center staff Health center staff General purposes, Community au- 
make semivolun- to supplement thorizes exemption 
tary donations; government sup- _ cards for the indi- 
poor persons are port gent 


exempt 
ee i  — 
TURKEY 


Daudzai 
ees sss 


ULL 


BOLIVIA 
Chiquitos Charges for para- Health promoters To compensate 
site treatment, health workers 
MCH care and im- 
munizations 
Montero Only some work- Community or Health promoter Worker compen- Does not appear 
ers charged fees worker sation to have been a 
significant finance 
source 


Pee Ee RRR 
COSTA RICA 


San Ramon Community health Drugs Community pays 
committees half of drug costs 
EL SALVADOR 
Rural Health Charges only for Rural health aide To compensate 
. Aides injections health worker 
GUATEMALA 
Chimaltenango Project staff Worker compen- 
sation 


el 
HONDURAS 


Centro Medico Health committee 
Evangelico assists those 
unable to pay 
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Table A.2 Projects charging service fees (continued) 


who pays? sliding services charged for who collects and 
project scales and exemptions _—_ or exempt who sets fees? manages money? how is income used? comments 
HONDURAS (continued) 
Integrated Rural Clinics To buy supplies Fee collection ter- 
Health and pay for clean- minated by gov- 
up and mainte- ernment but re- 
nance cently reintroduced 
experimentally in a 
few areas 
MEXICO 
Asociacion Pro- Sliding scale used General revenue 
Salud Maternal 
Community Some services 
Medicine Pro- free 
gram 
Huejotzingo Some services Project staff Service fees cover 
Hospital free (e.g., immuni- 30 percent of re- 
zations) current costs 
Piaxtla 


Patients may pay 
cash or work 2 
hours in clinic fields 
Sources: See Table A.1. 
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Table A.3_ Projects selling drugs 


source of initial marketing 


q project capital retail sales price arrangement use of revenue restocking surplus revenue problems comments 
,. SS rere. _protions a) 
@ BENIN 
AFRICA Borgou Restocking; CHWs originally 
compensation paid from drug 
of CHW (dis- markup but now 
continued) paid from other 
sources 
CAMEROON 
Jikejam Set by Baptist Charges for im- 
Baptist Medical Author- munizations and 
ity antimalarials 
National Community 10 percent Drugs sold at Revolving fund Drugs pur- Cheap prices 
generated above whole- pharmacies chased from threatened pri- 
sale private whole- vate sector and 
salers led to restrictive 
legislation 
CENTRAL 
AFRICAN 
REPUBLIC 
Ouham AID Drugs sold at Revolving fund 
pharmacies 
GHANA a 
Salvation Set by Salva- Charges for im- 
Army tion Army munizations and 
anti-malarials 
MALI 
Rural Health AID Set by govern- A central re- Restocking; Supplies re- Managed by 
ment pharmacy volving fund, general reve- plenished as = government 
but with sales nue needed rather than by 
through 17 communities 
pharmacies; 
revenue col- 
lected monthly 
SS ee Eee 
NIGER 
Maradi District health Restocking Government 
budget trained village 
management 
committee; 
monthly sales 
; averaged $2.00 
in 129 pharma- 
cies 
Rural Health Initially from Uniform retail Drugs sold by Restocking; Retained by Government Government ini- 
community con- price for each health workers, CHW compen- health worker had to provide tially gave book- 
tributions; now drug, although with minimal sation capital to com- keeping training 
from national 2 items are community su- munities unwill- to village com- 
government sold below re- __ pervision ing or unable to mittees; funds 
placement cost buy initial drug now managed 
stock by health work- 
ers 
(ee oe 
Lardin Gabas _ Loans from reli- Set by village Revolving fund 
gious mission committees 
SENEGAL  _ i << 
Fatick Details unavail- 
able 
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Table A.3 Projects selling drugs (continued) 


@ 


project Stal ag retail sales price Bee ce use of revenue restocking surplus revenue problems comments a 
SENEGAL (continued) 
Gossas 20 percent Drugs initially | Restocking; Initially man- 10 percent kept Vaccine fund 
above whole- _ sold by govern- general aged by gov- by shopkeeper; not self- 
sale ment nurses; ernment; later 5 percent in sustaining 
later by shop- by merchants contingency 
keepers; sepa- fund; 5 percent 
rate funds for to health com- 
drugs and vac- mittee 
cines 
TANZANIA 
Aga Khan Charges for im- 


Health Services 


Hanang 
to be pur- 
chased by 
communities 

ZAIRE 

Vanga 


First aid boxes Set by commu- Decided by 
nities 


Revolving fund 
communities 


Managed by 
village commit- 
tees 


munizations and 
antimalarials 
Few communi- Charges for im- 
ties have pur- munizations and 
chased first antimalarials 
aid boxes 


Drug sales 
cover 59 per- 
cent of recurrent 
costs 


ASIA AFGHANISTAN 


Basic Health Project loans to Set by govern- Sold by health Restocking; Health worker Averaged $5 a Surplus inade- Project ended 
Services health workers ment at 5 cents workers CHW compen- bought new month per quate for CHW with change of 
above whole- sation supplies CHW compensation government; 
sale per packet drug costs oe 
averaged : 
$0.19 per visit 
BANGLADESH 
Palli Chikitsak Individual Health workers Restocking; Health workers Retained by 
health workers may sell drugs, CHW compen- buy from pri- — health worker 
set prices at their discre- sation vate sector 


Rural Advance- 
ment Commit- 


tion 


Drugs free to General reve- 


wholesalers 


members of nue 
tee prepayment 
scheme; non- 
members pay 
BURMA 
Primary Health Revolving fund 
planned 
INDIA 
Aurangabad Drug sales 
cover 10 per- 
cent of recurrent 
costs 
Barpali Set by project Drugs sold at Revolving fund 


Staff slight markup 

Christian Rural Mission group Set by mission General reve- 
Health group nue 
Cooperative Community . 11 dispensa- Revolving fund 
Rural Dispen- paid 25 percent ries, each 
saries (by purchasing linked to gov- 

shares); gov- ernment pri- 

ernment paid mary care 

75 percent center 
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Table A.3 Projects selling drugs (continued) 


source of initial marketing 
project capital retail sales price arrangement use of revenue restocking surplus revenue problems comments 


Howrah Government Set by govern- Government To compensate Government re- Retained by 
ment gives contra- depot holder supplies as depot holder 
ceptives to de- needed 
pot holders 
without cost; 
holders sell 
them at regu- 
lated price 


Jamkhed General revenue 


|i - Ga eee — 
Lalitpur 


Details unavail- 
able 
Maharashtra Drug sales 
Arogya Mandal cover 5 percent 
of recurrent costs 
——....  .... 2... a eee 
SWRC Drugs sold at General revenue 
25 percent of 


cost 
2S) le ees ee 


Voluntary Only nonmem- General revenue 
Health Service bers of prepay- 
ment scheme 


- are charged 
INDONESIA 


Bethesda Charges for im- 
munizations and 
antimalarials; 
drug sales cover 
20 percent of 


recurrent costs 
EE TEE 


Sulawesi Teng- Drug sales 
gara cover 5 percent 
of recurrent 


costs 
= a er SMO 


KOREA 


Chungseong Prepayment General revenue 
Gun members get 
50 percent 
discount 
Kojedo Drug sales cov- 


ered 5 percent 
of recurrent 
costs 


Se 


PAKISTAN 
St. Teresa’s 


Hospital 
= Sn aS. 
PHILIPPINES 


Bajada Donations, Set by commu- Cooperative Revolving funds Part of broad 
dances, raffles nities but with pharmacies community 
and festivals external techni- staffed by development 

cal advice volunteers activity 

Bicol $160 for each Revolving fund 
pharmacy pro- 
vided by AID 

Panay $160 for each 600 coopera- Revolving funds 
pharmacy pro- tive pharmacies 
vided by AID 

Silliman University Details unavailable 


LATIN 
AMERICA 


Table A.3 Projects selling drugs (continued) 


source of initial marketing 


praiect papis = retail sales price __arrangement__—use of revenue __restocking_—_surplus revenue problems _cenimen— y ct 
THAILAND 
Lampang Project initially Set by govern- Health volun- Restocking; Volunteers Average $2.50 
supplied startup ment at 30 per- teers sell drugs health worker manage own to $5.00 a 
drugs, but they cent above and accept compensation funds; buy month, retained 
are now pur- _— wholesale (ex- “donations” for drugs from pri- by volunteers 
chased by cept for contra- contraceptives vate merchants 
health workers ceptives, which and obtain con- 
are officially traceptives 
free) from health 
centers 
Rural Health Revolving fund 
Care Expan- 
sion 
TURKEY 
Daudzai Revolving fund 
BOLIVIA 
Montero 20 percent Drugs sold by Restocking; Average $20 a_ Interruptions in 
markup health workers CHW compen- month, retained supply led to 
sation by health work- loss of most 
ers health workers 
Rural Health 20 percent Restocking Managed by Given to health 
Delivery Sys- markup CHW compen- health commit- worker 
tem sation tee 
GUATEMALA 
Chimaltenango Small markup, Restocking; 
set by commu- CHW compen- 
nity sation 
Huehuetenango Project loans to Set and publi- Drugs sold by Restocking; CHWs buy sup- Retained by 
promoters (to cized by project volunteer CHW compen- plies as needed CHW 
be repaid within health pro- sation 
two years) moters 
HAITI 
Fond Parisien From external 
project funds 
HONDURAS 
Centro Medico Slight markup Drugs sold Restocking; Retained by Some guardi- Mothers can pay 
Evangelico by health CHW compen- CHW ans have diffi- for vegetables 
guardians sation culty with ac- and drugs by 
counting working in com- 
munal garden 
MEXICO 
Huejotzingo Antimalarial pills 
Hospital 


free; sales cover 
5 percent of re- 
current costs 
Piaxtla Equal to whole- Revolving fund Shortfalls cov- 
sale cost to dis- 


ered by external 


courage health foundation 
worker from 
“pushing 
drugs’ 
NICARAGUA 
Rural Health Generated by eo 
Delivery Sys- community 
tem ($35 for initial 
a 
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Table A.3° Projects selling drugs (continued) 


—~ , source Of initial marketing 
® project capital retail sales price arrangement use of revenue restocking surplus revenue problems comments 
=~ PANAMA 
Rural Health i i 
‘ Details unavail- 
Delivery Sys- able 
tem 
PERU 
Chaquicocha Community Revolving fund 
assessment 
ORDE-ICA Government- _ Set by govern- Revolving fund Markup too low 
AID ment at 5 per- to cover infla- 
cent above 


tion; funds are 


wholesale losing capital 
Sources: See Table A.1. 


Table A.4. Community prepayment schemes 


area population and 


project objectives source of income member benefits percentage enrolled service provision problems comments 
————— Orr orioniss _ Percentage enrolled _service prov 
BENIN 
Borgou : Payment of com- Production coop- Residents receive Membership ap- Direct 
munity health eratives basic services but parently universal 
worker pay for drugs within area served 
(one province) 
ETHIOPIA 
National To cover health Farmers associa- Membership ap- _ Direct 
worker costs tions; urban dwell- parently universal 
ers associations within area served 
KENYA 
Tiriki, South Ka- To pay health Personal Members pay ad- Population Direct Reluctance to pay In kind payments 
bras and Bokoli worker prepayment ditional service 171,000; member- premiums in addi- have been sug- 
fees ship intended to tion to service gested 
be universal, but fees; lack of cash 


many do not pay 


dues 
ee eS) ee 


SENEGAL 
Fatick General revenue Personalmem- Members pay ad- Membership ap- _ Direct Difficulty in col- 
bership dues ditional drug and _ parently universal lecting annual 
service fees within area served dues 
(one rural com- 
munity) 
Thies To pay health Personal Free treatment Direct 
worker and sup- prepayment and drugs 


plement UNICEF 


drugs 
le ee 


* BANGLADESH 


Academy for To pay for health Personal savings Service fees also Population 30,000 Direct 
Rural Develop- worker charged 
ment 


Table A.4. Community prepayment schemes (continued) 


project objectives 


BANGLADESH (continued) 
Gonoshasthya__ To cover health 


Kendra worker and drug 
costs for enrolled 
persons 

Gurudaspur 


Raipura Thana 


Rural Advance- To cover drug 


area population and 


source of income member benefits percentage enrolled 


service provision 


problems comments 


Personal prepay- Benefits and co- Population Direct 
ment of premiums payments depend 100,000; 20 per- 
based on income_ on (income-re- cent have en- 

lated) member- _ rolled, but some 

ship classification; have not paid pre- 

most members miums 

pay additional 

fees and drug 

charges and re- 

ceive discounts 


Reluctance to Premiums cover ® 
prepay because about 25 percent 
services can be _ of recurrent costs 
obtained, as 

needed, for a fee 


on hospitalization 
Cooperative farm- Little information 
ing available 
Cooperative pro- Little information 
duction available 
Personal prepay- Free primary care Population Direct Prepayment cov- Persons in un- 


ment Committee and health worker ment, set at 5 kg services and 


costs (within en- 
rolled areas) 


120,000; 30 per- 
cent enrolled; 70 
percent of project 
area must be en- 
rolled before ser- 
vices are provided 


of rice a year drugs 


ers 50 percent of served areas 

recurrent costs (prepayment be- 
low 70 percent) 
may obtain free 
services at central 
clinic 


a. eee ee iices are provCet Shhh 


CHINA 
National To cover health 
worker and drug 
costs plus some 
hospitalization 
INDIA 
Barpali To cover health 
worker and drug 
costs for enrolled 
persons 


Kottar To cover health 
worker and drug 
costs for enrolled 
persons 

Mallur To cover health 
worker and drug 
costs for enrolled 
persons 


SWRC To pay health 
worker 


Voluntary To cover health 
Health Service worker and drug 
costs 


Communal pro- Patients may pay Numerous 


duction drug and service schemes, cover 
fees total population of tion) 
country 


Personal prepay- Members re- Needed 60 per- _ Direct 
ment ceived free ser- cent of area pop- 

vices but paid for ulation (12,000 

drugs and sup- _ families) but only 

plies at cost achieved 5 per-cent 


Personal prepay- Members pay 34,000 families Direct 
ment small registration enrolled 

fee for each clinic 

visit 
Marketing cooper- Members receive Population 5,000; Direct 


ative (milk) free services and maximum enroll- 
drugs ment of 70 to 80 
percent 


Personal prepay- Members receive Membership univ- Direct 
ment, collected by free services (ex- eral within partici- 
health committees cept for immuni- _ pating villages, al- 
zations) and 75 ~— though some fail 
percent discount to collect dues; 
on drugs 20,000 out of 
area population of 
80,000 live in par- 
ticipating villages 
Personal prepay- Most members Membership lim- Direct 
ment (except lowest in- ited by income 
come ones) pay __ ceiling; 80 percent 
additional service of 20,000 eligible 
fees families participate 


oo 


Direct and third 
party (hospitaliza- 


Schemes are lo- 
cally run but na- 
tionally coordi- 
nated 


Reluctance to Only 5 percent 
prepay because __ reenrolled by third 
services canbe year 

obtained, as 

needed, for a fee 


Difficult for land- 

less laborers to 

join; local sericul- 

ture and carpet 

weaving indus- 

tries not covered 

Some committees Communities set 
fail to collect pre- premiums; SWRC 
miums, so health covers shortfalls 
workers have to _ in health worker 
collect them salaries 


Members may 
mis-report income 1 


Table A.4 Community prepayment schemes (continued) 


area population and 


project objectives source of income member benefits percentage enrolled service provision problems comments 
INDONESIA 


Dana Sehat To cover health Personal prepay- Members receive Membership Third party Numerous local 
worker and drug ment, sometimes free services and nearly universal plans on the 
costs; some plans in kind (premiums drugs; some within participat- Dana Sehat 
also cover hospi- may be adjusted plans also cover ing communities model 
talization for income) hospitalization except in some 

and longer term urban areas 
out-patient 
therapy 

a eee 

Jawa Tengah Personal prepay- Details unavail- 

ment able 

Socio-Economic General revenue Based on pro- Direct Products mar- 

Development ceeds of lumber- keted by mission- 

Project ing, fishing, and ary group 

agriculture 

JAPAN 

Rural Health General revenue Personal prepay- Variable 35 million; Mutual aid socie- 

Insurance ment and agricul- membership ties begun in 

tural cooperatives compulsory nineteenth cen- 


tury; later supple- 
mented by agri- 
cultural 
cooperatives; pre- 
miums vary by in- 
come; cover 35 
percent of recur- 


rent cost 
a 
KOREA 


Chungseong To defray health Personal prepay- Members receive 70 percent of tar- Direct 
Gun worker and drug ment | discounts (50 per- get population (20 
costs cent on drugs, 70 villages) enrolled 
percent on ser- __ by third year 


vices) 
re OS EE ee e“#REAE De 


Koje Do General revenue Personal prepay- Members receive 20 percent of tar- Direct Members re- 
ment free preventive - get population ceived free pre- 
care and 20 per- (30,000) enrolled ventive care and 
cent discount on 20 percent dis- 
Curative services count on services; 


premiums cov- 
ered 20 percent 
of recurrent costs 


Okgu To defray health Personal prepay- Members receive 44 percent of tar- Direct Premiums yielded Members re- 
worker and drug ment; premiums 50 percent dis- get population en- only 50 percent of ceived 50 percent 
costs plus some collected by gov- count on service rolled expected revenue reduction on ser- 
hospitalization ernment workers fees vice fees 

Yonsei To defray health Personal prepay- 20 percent of tar- Direct 

University worker costs ment get population (20 

(Kang Wha) villages) enrolled 

by third year 

NEPAL 

Shanta To supplement = Personal prepay- Free services and 5 to 12 percent of Direct health Accounting Health workers 

Bhavan government drug ment drugs at health area's 7,574 post service; problems and initial drug 
supplies and con- posts; deduction households en- — reimbursement supply are sepa- 
tribute to hospital from hospital fees rolled in third year of hospital rately funded 
costs 
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Table A.4 Community prepayment schemes (continued) 


area population and 


project objectives source of income member benefits percentage enrolled service provision problems comments = 
PHILIPPINES 7 | 
Bajada To cover health Personal prepay- Members receive 17,000 members, = 

worker costs plus ment free outpatient but some do not 

limited hospitali- services and pay dues. 

zation some hospitaliza- 


tion but pay for 


drugs 


Community 
Council for 
Health 
Promotion 
Santa Cruz Personal prepay- 35,000 persons of 
Mission ment whom 45 percent 
are enrolled 
Silliman To cover health Personal prepay- Direct 
worker costs ment 
COLOMBIA 
Coffee Growers General revenue Coffee sales Third party Growers buy ser- 
Assoc. vices from Minis- 
try of Health 
Community To defray hospital Personal prepay- Poor members Third party Whole community 
Health Fund and drug costs of ment helped with hos- expected to con- 
the poor pital and drug tribute but bene- 
costs fits are supposed 
to be reserved for 
the poor 
ECUADOR 
Campesino General revenue Personal prepay- Free services, in- 100,000 with the- Direct Financial vulnera- Premiums col- 
Social ment cluding hospitali- oretically univer- bility (community lected monthly by 
Security zation sal membership covers 2.5 per- community treas- 
cent of recurrent urer and sent to 
costs) regional social se- 
curity office 


ee ee Ci(‘(‘CONOUOUO ee ee 


Sources: See Table A.1 


—_ 


® intermational and national finance schemes 


appendix B 


Table B.1 summarizes the main points of 
comparison among the international and regional 
finance options. Care should be taken with the 
interpretation of the distributional impact cells. 
Impact is measured from the standpoint of the 
payees; benefits received from the payment of 
funds are not considered in calculating the 
distributional impact. The table indicates which 
funding mechanisms are better suited for financing 
one-time investment cost (typically a construction 
project) vs recurrent costs. 

Special remarks must be made with respect to 
the taxation of foreign commerce. Import and 
export taxes are widely used, are rarely 
understood, and are among the most confusing of 
any tax. Import taxes, which act like domestic 
sales taxes, affect consumers of the imported 
products, “like” domestic products, and the 


importers, i.e., the firms, of these products. Import 
duties are regressive by nature since they are borne 
disproportionately by the poor. Export taxes 
present a more confusing picture. If the country is 
one of only a few major exporters of a product, say 
oil or minerals, export taxes are really born by 
foreign consumers. Countries producing 
agricultural commodities, however, should not 
levy export taxes. Demand for these products is 
such that the domestic producer (in the developing 
country) bears the entire tax. Thus, such a tax 
would act as a disincentive to produce goods for 
the export market! 

Attention should also be focused on the need for 
infrastructure with many financing options, since 
lack of such an infrastructure should be considered 
in conjunction with ease of administration or 
revenue generating capacity. (overleaf) 
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Table B.1 International and national finance compared 
type of revenue revenue generating dependability/ . nonrevenue areas of : 
options generated capacity longevity distributional impact — costs financed contributions current use ! . ) 3 
International source Aid, grants, Cash, repayable May exceed Whimsical; de- Generational for Western-based Transfer of tech- Universal 
loans funds, equip- health budget of pend on political repayment of curative invest- nology 
ment less developed allegiance sums ments; no recur- 
countries rent costs 
National source General taxes, Cash Major source —_ Long-term; in- _ Disincentives to Any type—funds Universal 
profit crease with de- business, espe- go to general 
velopment cially multi-na- revenue 
tional corpora- 
tions 
Income Cash Low inimpor- Long-term as- Vary; taxcan Any type—funds Statistical infor- Spotty use, 
tance pects range from re- go to general mation mainly in more 
gressive to pro- revenue ‘Changing in- developed coun- 
gressive. come distribu- _ tries 
* Major use of tion 
tax is in altering 
income distribu- 
tion ee 
Imports Cash Vary tremen- Short and long- Adversely af- Any type—funds Statistical infor- More extensive 
dously term; dependent fects those who go to general mation use than is war- 
upon products consume im- revenue ranted 
ported products, 
“like” goods, 
and importers 
Exports Cash Dependent upon For some goods 
products (example, food) 
exporter may 
pay all of the tax 
Regional taxes Sales Cash or goods Varies widely Varies widely + Regressive if Earmarked re- May discourage Fairly extensive 
with economies placed on ne- _— gional recurrent or encourage 
and products cessities or investment use of products = 
« Progressive if (e.g. alcohol and @ 
placed on luxu- tobacco) me 
ries 
Property Cash Small for most Long run Proportional or Any cost—re- 
developing progressive gional, recurrent 
countries or investment 
Deficit financing Cash Large Ephemeral Intergenerational Any cost—re- Unfortunately. 
(future pays for current or in- universal use 
current goods) vestment 
Social insurance Revolving cash Large Long run Incorporates risk * Recurrent Allows a long- __ Korea, Latin 
fund concept of hori- * Fee for service run planning America 
zontal equity ¢ Rarely invest- horizon 
ment costs 
* Curative ser- 
vices rather than 
preventive 
Lotteries Cash Small One-shot; unde- Tend to be re- *Oneshotin- Pleasure to par- 
pendable gressive vestment ticipants 
¢ Immunization 
¢ Should not be 
used for recur- 
rent costs 
In-kind payment Time, labor, ma- Varies—usually Short-run; unde- * None * Mainly invest- Community par- Universal 


small 


terials, cash 


pendable * All population 


segments con- 


ment, i.e., con- 
struction costs 


ticipation 


tribute * Rarely recur- 
rent costs 
Charitable and Cash, expertise, Varies ¢ Short- to long- None *Recurrent and «Transmission Universal 
private time, labor, land, run investment of expertise 
contributions materials * Longer than in- ¢ Usually spans + May include 
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kind contribu- 
tions, 


the life of the 
project 


training of popu- 
lation 

* Consolidation 
of regional prob- 
lems or policies 


My 


# 


major advantage 

Greatly expand health 
budget for major invest- 
ment aspects 


major disadvantage 


Predominance of Western 
Curative rather than pre- 
ventive 


Ease of administration and Disincentive to business, 
dependability especially foreign invest- 
ment 


* Longevity and depend- Requires sophisticated in- 
ability of source frastructures for adminis- 
* Possibility for progressive tration 

taxation 


If placed on luxury items it * Most often it is a regres- 
may be progressive sive tax 
* May lead to smuggling 


If country exports oil or 
minerals, importer pays 
entire tax 


For agricultural products, 
exporters pay all of tax 


additional problems 


* Need to repay loans 

* “Catches,” e.g., “Buy- 

American” products 

* Lack of national auton- 
_ omy over health program 


* Bribing or hiding of in- 
come may occur 

* Tax shelters may be 
granted to encourage 
business 


* Farm and other non- 
monetary income must re- 
ceive imputed value 

* Filing required of all resi- 
dents, illiterates included 


Encourages domestic pro- 
duction of the “wrong” 
goods 


Same as with imports 


who should not use the option 


Those concentrating on 
long-run, preventive pro- 
grams with high recurrent 
costs 


Those interested in at- 
tracting foreign investment 


Developing countries at a 
low stage of development, 
i.e., whose citizens cannot 
sustain basic needs 


Developing countries im- 
porting necessities 


Developing countries with 
agricultural exports 


who should use the option 


Those interested in: cura- 
tive care focused in hospi- 
tals staffed by Western- 
trained personnel 


Those with a growing 
economy 


* Developing countries at a 
higher stage of develop- 
ment 

* Developing countries 
with a skewed distribution 
of income or wealth 


Developing countries im- 
porting luxury items 


Developing countries with 
unique products or oil and 
minerals 


In its simplest form, re- 
gressive 


* Discourage use of prod- 
ucts 

* Progressive if a luxury 

* Can be a constant and 
reliable funding source 


* Small revenue-generat- 
ing capacity 
* Need to collect tax 


Nonregressive 


Future repayment of 
amount borrowed plus in- 
terest 


Funding of large projects 
and reduction of short- 
term cash drains 


* Expands health care to _—* Does not provide univer- 
population sal coverage 
* Eliminates the risk of ¢ Unemployed and agricul- 


cost of catastrophic illness tural workers not covered 


* Only “marketed” prod- 
ucts can be taxed 

* Requires collection infra- 
structure 


Barter economies 


Economies where most 
goods and services are 
sold on a public market 


ee eee 
Countries should carefully Same as “should not” 


Need to evaluate worth of 
property 


¢ Future generation pays 
for current consumption 
* Displacement of busi- 
ness investment 

* Tendency to financially 
overextend the country 


* Need to establish a slid- 
ing fee to insure progres- 
sivity 

* Requires a major infra- 


evaluate the net revenue 
of such a tax 


* Debt could be used to fi- 
nance income-earning 
projects 

* Debt could be financed 
by beneficiaries of project 


Small-scale operations 


National level of govern- 
ment 


Regional units having 
provider cooperation 


structure and cooperation 
-— by providers 


*Small amount of revenue Program needing a de- 


Easily administered one- | Undependable 


shot financing 


generated 
* Poor tend to participate 


ee ee 


No administrative Unreliable 


costs 


Provision of expertise and Undermining of national 
technology autonomy with respect to 
health care goals 


Financing source for 
short-run projects only 


Longevity may be unde- 
fined or undependable 


pendable source of fund- 
ing, especially for recur- 
rent costs 


Projects with high recur- 
rent costs 


* Countries clashing ideo- 
logically with tenents of 
charitable organization 

* Countries wanting com- 
plete autonomy with re- 
spect to health care 


One-shot investment pro- 
grams 


Should be considered a 
windfall by all recipients 


Countries able to define 
role of contribution and fit 
it into overall national plan 
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appendix C 


AID-supported projects using unsalaried community e 


health workers 


continent country 


Africa Central African Republic 
Kenya 


Mali 
Mauritania 
Niger 


Senegal 
Tanzania 
Zaire 


project 


Ouham Province Rural Health 

Kibwezi Rural Health 

Kitui Primary Health Care 

Rural Health Services Development, Yelimane-Koro 
Rural Medical Assistance, Trarza 

Basic Health Services Delivery, Diffa 

Rural Health Improvement 

Rural Health Services Development, Sine Saloum 
Hanang Ujamaa Village Public Health 

Health Systems Development 


eee Ee 


Asia Afghanistan 
Indonesia 
Korea 
Pakistan 
Thailand 


Latin America Bolivia 


Guatemala 


Honduras 
Nicaragua 


Peru 


Basic Health Services 

Village Family Planning/Mother-Child Welfare 
Health Demonstration 

Basic Health Services 

Lampang Health Development 

Rural Health Care Expansion 

Rural Health Delivery Services, Montero 
Rural Health Delivery Services 

Mobile Health Program—Chiquitos Vicariate 
Rural Health Services 

Integrated System of Nutrition and Primay Health Care a 
(SINAPS) @ 


Rural Health Promoter Training Research (PRINAPS) 


Integrated Rural Health Services 

Rural Health Services/Rural Health Institutional 
Development 

East Coast Health Delivery 

Rural Community Health Services (PRACS) 
ORDE-ICA Health Region Maternal-Child Health and 
Population 

Extension of Integrated Primary Health 


eee eS eee 


SOURCE: Parlato and Favin, Analysis, 1982. 
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appendix D 


© case descriptions 


Case histories of projects are presented alphabetically by continent, country, and project name. 


AFRICA 


CAMEROON 


Jikejem Baptist Health Centre, Northwest Province 

This project, initiated in 1967 by the Baptist Medical Au- 
thority, serves a population of 50,000. Of its income, 99 
percent comes from service fees and drug sales. Prices are 
set by the Medical Authority, and a sliding scale is used. 
Immunizations and antimalarials, as well as curative drugs 
and services, are charged for. Communities contribute 
stones, timber, and sand when facilities are constructed. 
Additional funds are badly needed for vehicles and staff 
training. 


National Program 

Basic pharmaceutical distribution in Cameroon is handled 
through four networks: drug revolving funds, called pro- 
pharmacies; the Ministry of Health system, private chan- 
nels; and religious missions. The Ministry of Health the- 
oretically distributes drugs without charge, but patients 
pay for some or all drugs in the other three systems. 

The propharmacy system was initially assisted by the 
Canadian government and was concentrated in the anglo- 
phone northwestern section of the country. The prophar- 
macies were self-sustaining drug revolving funds. Com- 
munities generated their own start-up capital and sold drugs 
at a 10 percent markup. Drugs were sold so cheaply that 
families would travel long distances to buy drugs from 
propharmacies rather than from private druggists. The pri- 
vate pharmacists’ association is strong in Cameroon, and 
legislation was subsequently passed requiring prophar- 
macies to be at least 30 to 60 kilometers from existing 
pharmacies. It was also required that a more expensive 
wholesale supplier be used. Ministry of Health (MOH) drug 
supplies were generally smaller than those in prophar- 
macies; and in clinics where the two systems coexisted, 
MOH supplies were occasionally reserved for the indigent. 


GHANA 

Danfa Project 

The Danfa project was initiated by the Ghana Medical 
School and assisted by aip from 1970 to 1979. Commu- 
nities participated by paying fees for service to community 
health committees, these fees were reduced by 50 percent 
for children. 


Kotobabi Polyclinic, Accra 

This project serves an urban population of 156,000 in one 
district of Accra. It was initiated in 1970 by the Ghana 
Medical School and the Ministry of Health. Beneficiaries 


assist by paying fees for service and making voluntary 
donations. 


Salvation Army Village Health Care 

The Salvation Army has operated health clinics in Ghana 
since 1950 and began its village health care project in 1977. 
Financing comes from community sources (40 percent), 
World Vision, Incorporated (30 percent), the Ghanaian gov- 
ernment (20 percent}, and the Salvation Army (10 percent). 
Flat fees are charged, and drugs are sold. Immunizations 
and antimalarials are charged for. The Salvation Army sets 
prices and administers funds. 


LESOTHO 

Comprehensive Health Care Project, Scott Hospital 
Region 

This project was initiated by Dutch and South African 
groups and served a rural population of 100,000. Com- 
munities participated by paying fees for service. 


MALI 

Projet de Sante Rurale 

This pilot project has been jointly managed since June 1978 
by the Government of Mali and the Harvard Institute for 
International Development. It aims to provide basic health 
services at an annual cost of $3.00 per capita, of which 
one-third is to come from drug sales. An initial three- 
month drug supply (valued at $0.12 per capita), plus funds 
for the Harvard contract, are being provided by USAID. 

This project appears to operate a single centrally man- 
aged revolving fund, although drugs are sold through in- 
dividual local pharmacies (seventeen in January 1980). Prices 
are set by the government Pharmacie Populaire, and re- 
ceipts are collected during periodic supervisory visits 
(planned for once a month). All sales are recorded on special 
forms designed for use by illiterates. Resupplies are dis- 
tributed as needed from central stockpiles; in constrast to 
other drug revolving funds, they are not purchased directly 
by individual pharmacies using their own self-managed 
income. 

Village health workers are essentially volunteers, al- 
though project staff have encouraged communities to pro- 
vide some form of remuneration. Ideas suggested have in- 
cluded donations of grain, help in the village health worker’s 
(vHws) fields, or perhaps items of furniture. There was little 
response during the project’s first nineteen months, except 
one instance where two vHws were given free use of carts 
to transport millet from fields to granary, 


MAURITANIA 

Rural Medical Assistance Project 

This project was initiated in 1980 with Government of 
Mauritania and Aip support. Communities are expected 
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to meet two major types of recurrent cost, namely, health 
worker remuneration and drug resupply. To quote from a 
project summary: 

“The degree and type of local financing envisaged in this 
project is unusual, due to the need to keep [government] 
recurring costs to a minimum. This is essential for project 
continuation and replication. cHws will be trained and 
supervised by [government] personnel, but they will not 
be [government] employees. They will be compensated 
directly by the Community Health Committees (CHCs), 
in a manner determined by each committee. Project funds 
will be used to buy each CHw an initial kit of medicines 
and supplies which should last two or three months. After 
that, resupply will be the responsibility of the CHCs through 
a system of licensed commercial agents. An agent at each 
of the four training sites will be licensed by the [govern- 
ment] pharmaceutical distributor, PHARMARIM, to sell 
medical supplies only to CHCs or CHWS. The agent is re- 
sponsible for maintaining sufficient stock and keeping rec- 
ords of sales. Maximum prices are set by the [government]. 
Licenses are renewed annually, with input from CHCs re- 
garding satisfaction with the agents’ services as well as 
evaluation by the MOH. 

“cHcs are responsible for generating the funds to pay 
cHws, and to purchase and transport medicines and sup- 
plies. Funds will be raised using whatever means are ap- 
propriate to the community. Agreement on a system is 
necessary before a CHw actually begins work, to assure 
adequate resupply. Short-term technical assistance will be 
provided to help cucs develop their funding systems.” 


NIGER 
Maradi Department 
Primary health care activities were initiated in this area 
in 1966. The population served was 700,000. 
Communities contributed to financing by maintaining 
drug revolving funds and by providing food to otherwise 
unpaid health workers. Initial drug stocks were financed 
from the district health budget. Some drugs were then sold 
at fixed rates while others, such as mercurochrome, ar- 
gyral, and methylene blue, were distributed free. Funds 
were managed by community leaders, each trained for three 
days. By mid-1974, there were 129 village pharmacies, each 
with an average monthly turnover of $2.00. 


Rural Health : 

The government of Niger has been committed to village- 
based primary health care for a number of years. Com- 
munities participate through drug revolving funds and by 
providing volunteer health workers. A large number of 
donors assist, including the United States, Germany, the 
Netherlands, Canada, OxFAM and Africare. 

Drug revolving funds were intended to be community 
initiated and managed, but in recent years health workers 
have become more independent. Before 1976, communities 
were expected to generate their own start-up capital, but 
now this is provided by the Ministry of Health. The Min- 
istry also provided bookkeeping training to the presidents 
and treasurers of village health committees. This practice 
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was later suspended because of disputes between com- 
mittees and health workers and because some committees 
delegated management to the health worker anyway. The 
government still fixes retail sales prices; and since in two 
cases these are below replacement cost, some supervision 
would appear to be essential. 

Health workers may earn minimal profits from drug 
sales, but they are essentially volunteers. Most volunteers 
are from the families of traditional headmen. One study 
(Charlick, Animation Rurale, 1982) suggests that the head- 
men may consider the provision of this service sufficiently 
important to the maintenance of their own position to 
justify the considerable cost of assigning a member of his 
family to the position. Some headmen also apparently be- 
lieve that such a show of “cooperation’”’ with the author- 
ities may enable them to get access to additional govern- 
ment resources. 


NIGERIA 
Lardin Gabas Rural Health Program, Jos 
This comprehensive health program was started by Amer- 


- ican and German missionaries in 1974 and currently serves 


a population of about 500,000. Beneficiaries contribute to 
financing through: 

@ voluntary cash donations for health workers’ transpor- 
tation to training site 

e voluntary labor for construction and furnishing a health 
post 

e fees for service 

@ revolving drug fund. 


Village health committees set service fees and support 
local health workers, while the church mission pays for 
training and supervision. The mission also extended credit 
for capitalization of drug funds. 


SENEGAL 

Fatick Project, Sine Saloum Region 

This project was initiated by the Dutch and Senegalese 
governments in late 1977 and covered twelve villages served 
by a single health post. Beneficiary contributions included: 


© a $2.00 annual membership fee for each adult 
e fees for service or drug sales 
® community maintenance of horses and carts. 


These funds were to be managed by local communities 
and were to cover the following costs: 


@ resupply of medical kits, drugs and data forms 
@ measles and polio vaccinations 

® compensation of community health workers 
@ small sanitation projects. 


A project review noted difficulty in collecting the mem- 
bership dues. It was also expected that beneficiaries might 
contribute field labor for the community health workers, 
but this materialized in only one of twelve villages. 


Gossas Project, Sine Saloum Region 

This project was established by the Canadian and Sene- 
galese governments in 1977 and was intended to make 
immunization and community health activities self-fi- 
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nancing. Two types of revolving fund were established— 
one for drugs, the other for vaccines. Services were provided 
by voluntary community health workers. The project ended 
shortly after the Canadians left in 1979 and has since been 
incorporated within the larger usarp-supported Sine Sal- 
oum project. 

Drug revolving funds were initially managed by Ministry 
of Health nurses, but two of the eight participating health 
post nurses “experienced serious difficulties ... keeping 
the money received for the drugs separate from their per- 
sonal finances” [Over ‘Sahel,’ 1980]. Drug sales were then 
turned over to trusted local shopkeepers, these merchants 


-. sold drugs upon prescription by the nurse and took te- 
_- sponsibility for resupply. The merchants kept half of the 


20 percent markup as a personal incentive, reserved 5 per- 


cent for a contingency fund, and gave 5 percent to the 
treasurer of the health committee. 

Revolving funds were also established for the sale and 
administration of vaccines. In theory, these should have 
been self-sustaining with a minimum service population 
of 2,000, provided that: 


@ the community provide a horse or other means of local 
transport 

@ 100 percent of the eligible population purchase all rec- 
ommended immunizations. 


These assumptions were not met, and the project failed to 
achieve its financing objectives. 


Pikine Project, Dakar 

This urban-based project was begun in 1976 by the Belgian 
and Senegalese governments. Local health advisory com- 
mittees in seven communities have been set up to support 
their own health posts for 10,000 to 30,000 people each. 

Beneficiaries of the Pikine project contribute signifi- 
cantly to its costs by paying fees for service. These charges 
are CFA 100 ($0.50) a visit for adults and half that amount 
for children; the fee covers both the consultations and any 
necessary drugs. 

Fee exemption may be granted for the tubercular or the 
malnourished, emergency cases, and persons too poor to 
pay. The government pays health care worker salaries and 
provides a small discretionary fund for the medical director 
of the largest health center. 

The largest center averaged income of $2,000 a month 
in its first fifteen months, while one of the smaller health 
posts averaged $312 during the first half of 1979. Approx- 
imately half the receipts were used for purchasing drugs, 
while another 20 percent were used for personnel (bonuses 
for salaried government health workers, plus direct hire of 
paraprofessional clinic aides). The cost of collecting fees 
was about 12 percent of total income and consisted largely 
of salary payments for the fee collectors. Most expenditures 
were for recurrent costs, although the large center gener- 
ated a surplus and was able to buy new tires for ambu- 
lances. 

These activities were entirely administered by com- 
munity selected health committees, working with the 
guidance of two external advisors. The project has em- 
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phasized managerial skills. Each health committee had its 
own bank account and deposited receipts nightly. 


Sine Saloum Rural Health Project, Sine Saloum Region 
UNICEF began supporting village pharmacies and maternity 
centers in Sine Saloum in the early 1970s. In 1977, usarp 
and the national government began a more comprehensive 
primary health care activity, which, after a slow start and 
a pessimistic impact evaluation in 1980, has been rede- 
signed. 

UNICEF's activities led to the construction of eighty ma- 
ternity centers and seventy-seven village pharmacies and 
to the training of 1,200 birth assistants and ninety-seven 
pharmacy workers. Maternity centers charged fees for ser- 
vice CFA 1,000 ($4.50) a delivery while the pharmacies were 
to be self-supporting through drug sales. Many of these 
activities have been included within the usaIp project. 

The arp project paper for Sine Saloum estimated that 
60 percent of recurrent costs would be met by community 


beneficiaries. The community mechanisms envisioned in- 
cluded: 


® construction and maintenance of health huts (materials 
and labor) 

@ voluntary field work on the health workers’ land 

® community maintenance of a horse and buggy 

@ fees for service. 


Health huts were constructed and fees collected for service, 
but the other two mechanisms did not materialize. 

Fee levels and the use of resulting income were to be 
decided by village management committees, but, in fact, 
these never became effective. Decisions were made instead 
by the prefets {appointed political leaders] of the two de- 
partments [districts], without any apparent calculation of 
costs and income. Service fees covered whatever medical 
supplies might be required. One department charged CFA 
50 (about $0.25) for an initial visit and cra 25 for follow- 
up visits on a continuing problem, while the other de- 
partment charged cra 65 regardless of the visit type. 

The prefets decided that 60 percent of income should be 
reserved for health worker compensation, 35 percent for 
drug restocking, and 5 percent for facility maintenance. 
The amount generated might have covered either the res- 
tocking or the worker compensation, but was inadequate 
for both. The 1980 evaluation found many health huts 
closed, and most others with depleted drug stocks. The 
redesign team later that year recommended creation of 
drug revolving funds and setting prices above replacement 
cost. 


Thies 

Primary health care activities in this region of 550,000 
persons began in the late 1950s. Community activities 
included: donations of land, material, cash and labor; sim- 
ple prepayment schemes; communal production to support 
day care centers, and service fees. 

The village of Gott initiated prepayment for simple treat- 
ment and drugs in 1962. Premiums were collected an- 
nually, just after the groundnut harvest. Drug supplies 
were partially community financed and partially supple- 
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mented by UNICEF. 

Service fees in the village of Natto covered both treat- 
ment and needed drugs. 

A day care center in Tandieme was supported by the 
produce of acommunity owned field. Families also donated 
rice: 


SIERRA LEONE 

Eastern Clinic, Mogai 

This primary health care program was established in 1967 
by a Sierra Leonean doctor to provide medical care in this 
remote rural area. The clinic currently offers a full range 
of curative and preventive services to a target population 
of 70,000. The community contributes substantially 
through: 


© income generating projects (oil palm plantation, oil press, 
soap factory) 

@ fees for service (sliding scale) 

e voluntary donations of land and building. 


Family members also are involved in caring for in-patients. 

Service fees cover 25 percent of recurrent costs, while 
the remainder are supported by project enterprises and by 
external organizations. 


TANZANIA 

Hanang Ujamma Village Public Health Program, Hanang 
This project was designed as a pilot integrated primary 
health care delivery system for Tanzania’s national health 
development effort. It has been in operation since early 
1980, supported by usarp and the Tanzania government. 
Forty-three villages are actively participating, and 110 are 
targeted. Emphasis is placed on nutrition, health educa- 
tion, inoculations of children, and family planning. In 
addition, development of health manpower training meth- 
ods and of a management information system are major 
efforts to strengthen national capability to handle larger 
projects. 

The community finances: 


® capitalization and maintenance of first aid boxes 

@ support of health workers during a ten-month training 
program 

@ incentives for village health workers, either as salaries 
(this is discouraged by the government, which wants to 
encourage volunteerism) or as relief from required com- 
munal work. 


The requirement that communities capitalize their own 
drug revolving funds has led to delays in their implemen- 
tation. After about a year, only nine of forty-three villages 
had made the initial investment. 


A 1980 project evaluation indicated that about half the 
participating communities were compensating their health 
workers, despite the official government policy in favor of 
volunteerism. An informal activity review of paid and un- 
paid workers found no discernable differences in perfor- 
mance. 

ZAIRE 
Vanga Hospital Community Medicine Program, Vanga 
Vanga Hospital is the hub of a wide network of health 
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services offering curative and preventive care to 250,000 
people by training health auxiliaries. Community financ- 
ing mechanisms include: fees for service (treatments cost 
from k 30 to 50, or $0.60 to $1.00) and direct payments for 
drugs but free immunizations. 

Village health and development committees are respon- 
sible for constructing and maintaining buildings, staff 
houses, and airstrips and play an important role in deter- 
mining services to be offered, scheduling services, and gen- 
eral allocation of project funds. 

Fees paid for curative services help finance preventive 
and educational programs. Service fees cover 34 percent of 
recurrent costs; drug sales cover 59 percent. 
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AFGHANISTAN 

Basic Health Service 

The Basic Health Service Project was an attempt to expand 
health care to Afghanistan’s mountainous rural areas where 
80 percent of the population lives. It was begun in 1976 
with USAID and government funding but terminated in 
1979 with the change of government. 

A survey early in the life of the project showed that 87.5 
percent of expenditures on health care in Afghanistan were 
made by individuals, rather than by the government, and 
that the average Afghani household spent 7.4 percent of 
its income on health. Over a third (37 percent) of these 
expenditures were for modern drugs with additional money 
going for traditional herbs and medicines. 

The government sought to mobilize these resources by 
giving village health workers (vHws) a three month stock 
of sixteen drugs and authorizing them to sell packets at 
$0.05 above wholesale. (The drugs were purchased cheaply 
from UNICEF, the government paid for transport, and the 
wholesale price to the vHw was well below private whole- 
sale prices.) The legal sale price of each drug was printed 
on the packet. 

vuws earned an average of $5.00 a month from drug sales, 
a sum considered inadequate. Communities were asked to 
authorize fees for service or monthly premiums to provide 
additional income, but most refused on the grounds that 
the government should pay salaries. A plan for this was 
being considered at the time of project termination. 

The yearly cost of the vHw program was estimated at 
$0.41 a patient visit: $0.19 borne by the patient (drug costs) 
and $0.22 paid by the government (costs of housing, start- 
up, supervision, program management, and overhead). This 
price compared well to the cost of a visit to local phar- 
macies which had been established at $6.20. 


BANGLADESH 


Bangladesh Academy for Rural Development (BARD), 
Comilla 


BARD initiated its health and nutrition program in 1973 
for a service population of 30,000. The Bangladesh gov- 
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ernment and UNICEF provide major support. 
Community cooperative societies support a number of 
developmental activities, including health. Cooperatives 


» are based on personal savings; income received pays for 


local health workers and for irrigation and other public 
works projects. The project has also helped traditional birth 
attendants form a credit union. Service fees are charged at 
a flat rate ($0.02), regardless of the service or patient. 


Bangladesh Rural Advancement Committee (BRAC), 
Sylhet, Sulla Thana 
Begun in 1972 to provide emergency relief after the Bang- 
ladesh war of independence, this is a multifaceted rural 
development effort, originally funded by oxFam. It serves 
over 120,000 people, offering medical care, health advice, 
referrals, family planning, and mothers’ classes. 

Revenues are generated locally by personal insurance, 
and direct personal payments for services and supplies 
(nonmembers only). 

If 70 percent of the village agrees to participate (paying 
a yearly premium of 5 kilos of rice), a village health worker 
is sent to the village one day a week; otherwise, free cu- 
tative, Maternal Child Health/Family Planning (mcH/Fp), 
and health education services are available at main clinics. 
Thirty percent of the target population is reportedly cov- 
ered. 

The villages pay the salaries of their health workers and 
keep them supplied. Communities cover 50 percent of 
recurrent costs. 


- Dash Rural Development Society, Near Dacca 


Family Planning International Assistance sponsored this 
family planning project by lending the money for start-up 
costs and donating contraceptives. The project has become 
virtually self-sufficient for recurrent costs, using a variety 
of income-generating activities: a rice mill, a mustard oil 
press, fish ponds, a mobile movie theater charging admis- 
sion to popular movies and presenting family planning 
information at intermission. 


Gonoshasthya Kendra (Peoples Health Centre), Savar 
Begun in 1972, after the war of independence, this com- 
prehensive community development project also offers a 
broad range of health services through village health work- 
ers. It serves a population of 100,000. 

To finance health care, it uses: 


® service fees, which include most drugs—about $0.15 a 
clinic visit (1976) 

® sales of communally produced agricultural products 

® personal insurance. 


To finance health care, Gonoshasthya Kendra has in- 
stituted a system of prepayment for medical services. Orig- 
inally, each family was charged a monthly premium of 
$0.13, and a registration fee of $0.02 for each clinic visit. 
This entitled all household members to emergency and 
outpatient treatment and to innoculations and family plan- 
ning services. Nonmembers were charged $0.13 for each 
clinic visit. Under this setup, 13 percent of the target pop- 
ulation enrolled in the plan, and premiums and fees cov- 
ered 44 percent of the costs. Membership renewals were 


quite low, however, reflecting the misconception that en- 
rollment was a prerequisite for obtaining services. Once 
members learned that medical care could be obtained on 
a fee-for-service basis, they did not renew their member- 
ships. Also, it is estimated that 20 percent of the population 
cannot afford the monthly premium. 

The present system divides members into three classes, 
according to income. The first priority group is composed 
of families who cannot afford, from any source, two meals 
a day throughout the year. This group receives free mem- 
bership cards and pays only $0.03 a visit (including all 
ancillary tests and services). The second group includes 
owners of up to 5 acres of land; persons in this group pay 
about $0.75 a year for membership, $0.12 a clinic visit, 
and small additional charges for ancillary services. The 
wealthiest group, owners of more than 5 acres, pay the 
$0.75 basic membership fee, plus $0.30 a visit and higher 
charges for ancillary service. The health insurance scheme 
covers 20 percent of the population but a smaller propor- 
tion probably makes regular payments. 

Gonoshasthya Kendra collects 45 to 50 percent of its 
recurrent costs from the community. About half this amount 
comes from fees for service, and half from insurance pre- 
miums. 

Mithapukur Thana Swanirvar Projects 

Swanirvar projects were sponsored by the Government of 
Bangladesh in 1974. Meaning literally to “stand on one’s 
own feet,’’ Swanirvar attempted to harness local resources 
to encourage village self-sufficiency. A local nongovern- 
mental committee was organized in each participating vil- 
lage. 

Services provided included immunizations, family plan- 
ning, and sanitation. Community financing mechanisms 
included donations of land, material, cash, and labor as 
well as use of proceeds from communally cultivated lands. 


Palli Chikitsak Program 

In 1978, the Government of Bangladesh initiated the Palli 
Chikitsak Program, a curative health delivery program. 
The target recipient population is the rural poor living in 
Bangladeshi villages. To implement the program, a cadre 
of village men and women, one from each village, are trained 
for one year in simple curative health care. They serve 
their communities as private practitioners and derive in- 
come from fees for their services; some earn additional 
income from the sale of drugs. The practitioners are known 
as village medics or Palli Chikitsaks. 

A 1973-74 household survey showed that respondents 
spent an average 4 percent of their income on health care. 
In 1980, these expenditures averaged 19 taka ($1.25) per 
capita a year for the lowest 40 percent of the population, 
and 37 taka for the middle 40 percent. Palli Chikitsak fees 
averaged 5.9 taka a visit but drug costs raised the average 
treatment expense to 30 taka. These costs were beyond 
the reach of the lower class and only barely affordable by 
the middle group (assuming one visit a year). A separate 
analysis showed that 30 percent of the population were 
unable to obtain any medical care. 

The Palli Chikitsak Program may, nevertheless, improve 
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accessibility for the middle class, and it is now being ex- 
panded. The average medic sees forty-three patients a week 
and earns 750 to 1,250 taka a month from fees (the amount 
earned from drug sales was not estimated). Patients come 
from up to 4 miles away; some Palli Chikitsak fear ex- 
pansion because it may increase competition. 


BURMA 

Primary Health Care 

This arp-assisted project, initiated in June 1980, will de- 
velop basic health services in 147 rural townships. It 1s 
anticipated that 76 percent of recurrent costs will be com- 
munity financed through voluntary labor and revolving 
drug funds. 


PEOPLE’S REPUBLIC OF CHINA 

National Program 

The health care system of the People’s Republic of China 
is by no means uniform or consistent. It does, however, 
follow a general pattern, based on socialist philosophy that 
depends heavily on community control and local financ- 
ing. Since 1949, when Mao came into power, a four-prong 
national health policy has been in effect: 


© Medicine should be practiced for the workers’ benefit. 
@ Prevention should be of top priority. 

e Traditional medicine should be integrated. 

@ The masses should participate in their own health care. 


In 1965, Mao mandated further that health resources be 
distributed equally between urban and rural areas, leading 
to a tremendous new emphasis on rural primary health 
care. As a result, the “barefoot doctor,’”’ for which China 
is renowned, and the Cooperative Medical Service Plan 
(national health insurance scheme) have been adopted by 
85 percent of the production brigades, who represent 80 
percent of the country’s people. 

The central government of China, meanwhile, makes 
major capital investments in preventive health and med- 
ical education. County and commune level clinics and 
hospitals handle advanced-care cases. The production bri- 
gade, through its various barefoot doctors, handles com- 
prehensive primary health care services. In one case study 
of two counties, it was estimated that government funding 
covered up to one-third of local costs, the collective econ- 
omy about the same, and private payments averaged from 
9 to 10 percent. 

The brigades are apparently a little more independent of 
government subsidy, utilizing a wide variety of funding 
mechanisms to pay for recurrent health care costs: 


e Production-based health insurance plans. Each brigade 
is essentially a production unit. Voluntary health insur- 
ance is the rule, although plans are subsidized by a share 
of the income of the brigade. An annual fee is charged for 
each family member, averaging $20 a year (1.5 percent of 
income). All treatments and drugs are free of charge. 

@ Voluntary donations. Although the barefoot doctors re- 
ceive work points for their efforts, they are mostly part- 
time volunteers, continuing their work in the fields. They 
are assisted by other workers in community sanitation 
activities and may have part-time voluntary aides. 
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e Direct personal payments. Minimal “registration” fees 
are charged for each visit to the barefoot doctor in order 
to limit unnecessary visits. This fee amounts to between 


$0.03 to $0.05 and is associated with higher quality of care. © 


e Communal production. Many brigades are reported to 
be growing traditional medicinal herbs for their own use. 


In addition to the rural Cooperative Medical Services, 
there are three other health insurance systems for differing 
populations: an urban factory-based scheme to which the 
“employers” contribute; resident cooperatives for the ur- 
ban unemployed, and a plan for government employees 
and military personnel, the latter both paid by the central 
government. 

A myth to be dispelled is that all health services are 
available to all people in China without charge. Some bri- 
gades do, indeed, charge more than others for drugs or 
visits. Referrals to commune and county clinics and hos- 
pitals are not often covered by the brigade insurance schemes, 
and these costs can be prohibitive. Again, insurance schemes 
are voluntary so that some well-to-do workers may choose 
not to belong and to depend on resources saved or earned 
instead. 


INDIA 

Attipra Dispensary, Attipra 

Primary health care services, diagnosis and some treatment 
and drugs were organized by this village’s local govern- 
ment. Panchayat members took responsibility for raising 
the money necessary to rent space for a village dispensary. 
Funding mechanisms include direct personal payments and 
voluntary donations. 

Local contributions involved initial investment with some 
ongoing financial commitment. Panchayat members do- 
nate the Rs. 33 ($4.00 us equivalent] fee paid to them for 
attending meetings, a technically illegal gesture. Another 
financial mechanism used consists of a flat 10 paisa fee 
(100 paisa = 1 rupee) when registering for an examination 
or medicine. 


Barpali Village Service, Orissa 

In the early 1950s, the American Friends Service Com- 
mittee (aFrsc) helped organize an integrated rural devel- 
opment project in this area. Though now defunct, the proj- 
ect offered about 12,000 people agricultural, economic, and 
health services. Funding mechanisms included: 


e fees for service 

e drug charges at a small mark-up to finance more ex- 
pensive drugs and to begin a revolving fund 

@ prepaid health insurance. 


Both government and private health services existed in 
Barpali prior to the AFSC Project, but they were expensive 
and relatively inaccessible. Private doctors often charged 
$3.00 to $4.00 just for seeing a patient, and fees for suc- 
cessful treatment ranged up to $8.00 and higher. The pre- 
payment system initiated in 1954 charged only $0.20 an- 
nually for an individual and $0.40 for a family of six. 
Nonmembers paid about $0.05 a clinic visit, and both 


members and nonmembers paid for drugs and supplies at 
cost. 


The initial response to the plan was enthusiastic, and 
membership grew steadily. Renewals declined rapidly, 
- however, when the government opened a new clinic nearby 
‘and when people realized that visits could be paid for as 
~ needed rather than through the membership fee. By 1959, 
only 6 percent of memberships had been renewed, and the 
Barpali prepayment scheme died soon afterward. 

The Barpali scheme owed its demise to multiple factors, 
but perhaps primarily to non-acceptance of the concepts 
of prepayment and preventive health. Clinic directors had 
hoped to use insurance premiums to pay for health edu- 
cation and to encourage prompt detection and treatment 
of disease, but, in fact, the public showed little interest. 
The clinic hoped to sell itself by demonstrating a long- 
term improvement in health status, but project directors 
failed to realize that the barriers to this were more than 
financial. A second reason for failure was inadequate com- 
munity participation and isolation from traditional and 
political leaders in the area. 


Christian Rural Health Program, Orissa 

This project was initiated in 1956 by a German missionary 
group and serves a population of 30,000. Service fees supply 
20 percent of income and 80 percent comes from the re- 
ligious group. Fees are charged for immunizations and an- 
timalarial prophylactics as well as for other drugs and ser- 
vices. An income-adjusted sliding scale is used. 


Community Rural Health Project, Jamkhed, 
Ahmednagar District 

This project was founded by the Christian Medical Com- 
mission in 1970 and serves over 100,000 persons in thirty 
villages. Using a mobile team and community-selected 
health workers, it provides a broad range of curative and 
preventive services. 

The community supports these services through direct 
personal payments (for drugs), and voluntary donations 
(land, labor, materials, and foodstuffs). 

Drug charges covered 66 percent of recurrent costs in 
1975, but the project hopes eventually to become self- 
sufficient. Revenue was distributed 60 percent for com- 
munity health programs, 30 percent for curative services, 
and 10 percent for administration and training. 

The project is managed by the original project directors, 
Raj and Mabelle Arole, with the aid of a governing body 
which includes representatives of national health organ- 
izations, physicians, and nurses. 


Cooperative Rural Dispensaries, Kerala 

These dispensaries are government-sponsored pilot efforts 
to provide both preventive and curative services to middle- 
income groups. Each of the eleven dispensaries serves about 
5,000 persons and is linked with a government primary 
health care center. 

Participating communities generate revenue by forma- 
tion of a health cooperative and by direct personal pay- 
ments (service fees and drug sales). 

A cooperative is formed when a minimum of 127 persons 
agree to pay the membership fee of Rs. 40 (about $5.00). 
Members also pay fees for service (Rs. 1 per consultation 


“and Rs. 2 per test) but at a lower rate than nonmembers. 

Membership “shares” cover 25 percent of start-up costs 
(the rest comes from the government} while direct pay- 
ments cover 80 percent of recurrent costs (staff salaries 
and drugs). 


Howrah Contraceptive Depots, West Bengal 
Contraceptive depots are being established throughout the 
Howrah district in West Bengal to increase the availability 
of oral contraceptives. Health and family planning services 
have been relatively inaccessible within the district due 
to inadequate roads and public transport. A depot is a sim- 
ple shelter serving a population of about 10,000. The com- 
munity-selected depot holders (usually female) are trained 
to provide contraceptive services with back-up support 
from three clinical centers in Howrah. 

Community involvement in the project is enhanced by 
including, from the beginning of the program, village lead- 
ers, traditional practitioners, holy men, and representa- 
tives from local social organizations. Communities set up, 
maintain, and repair their own depots. 

A fee equivalent to about $0.03 was charged for each 
cycle of pills in 1979. This fee was to be increased over a 
three-year period to $0.09, when outside support would be 
reduced. The depot holder keeps this payment in lieu of a 
salary. The cost per contraceptive acceptor in 1979 was 
about $2.00 (excluding the cost of the pills) and was ex- 
pected to decrease to about $0.75 per acceptor toward the 
end of three years. The Howrah Project operates on an 
annual budget of $50,000, excluding the cost of the oral 
contraceptives, which are donated. 


Kottar Social Service Society (ksss), Kanyakumari 
District, Tamil Nadu 
This health project is a part of the KSSS comprehensive 
community welfare project, begun in 1971 by the Catholic 
Relief Service. It has evolved to offer nutrition education, 
childcare, personal hygiene, and sanitation services as well 
as Curative care to over 1,300,000 people. 

The project utilizes: 


e voluntary donations of clinic space, lodging for the vis- 
iting health team and labor for running the clinic, home 
visiting and distributing food 

@ prepaid health insurance—there is a yearly fee of about 
Rs. 23 per household, which covers all curative and pre- 
ventive services 

e fees for service (an additional 95 paisa} to cover minimal 
staff compensation and some medicines 

@ lotteries, called the ‘'25-paisa scheme,” run by mothers. 


Funds for the lottery are drawn from a 25-paisa surcharge 
on clinic fees. Each month, approximately Rs. 18,000 ($2,250) 
are collected and distributed by ‘lucky dip” to six villages 
for projects of their choosing. By 1976, participating com- 
munities had constructed 5,200 private latrines, three 
common latrines, ninety-eight community hall and clinic 
facilities, eight wells, and two drainage systems, valued in 
total at Rs. 525,000 ($65,000). 

Thirty-four thousand registrants in the prepayment 
scheme were reported in 1979. Eighty-eight percent of the 
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project’s activities are community financed. A community 
health committee works with project staff to allocate proj- 
ect funds. 

Lalitpur Community Health Project, Uttar Pradesh 

The Harriet Benson Memorial Hospital has extended com- 
prehensive health services to surrounding small villages 
by mobilizing village health committees and health work- 
ers. Introduced in 1976, it is expected to serve 30,000 peo- 
ple. ? 
Community contributions include: direct personal pay- 
ments for drugs, donation of clinic space, and local reve- 
nues for payment of village health worker salaries. 


Maharashtra Arogya Mandal 

This integrated health and development project was ini- 
tiated by four physicians in 1960 and serves a population 
of 100,000. Fifty percent of project support comes from 
two outside agencies (the state government of Maharashtra 
and a West German foundation), while the remainder comes 
from three community sources: service fees (25 percent}, 
drug sales (5 percent), and income-generating activities (20 
percent). Income-generating activities are identified as 
“drilling, blasting, and tractor services.” 


Mallur Milk Cooperative, Karnataka 

The Mallur Health Cooperative was started in 1973 with 
the assistance of St. John’s Medical College, the Coordi- 
- nating Agency for Health Planning, and the Catholic Bish- 
ops Conference of India. Three villages with a total pop- 
ulation of about 5,000 participate. 

Income is generated through marketing levies on milk, 
and fees for curative services (collected from nonmembers 
only). 

The marketing levy has varied from 2 to 15 paisa (325 
to 1.9 cents] a liter, depending partly on the volume of 
milk sold and on the total income objective at various 
times. The cooperative initially sold its milk to the Gov- 
ernment Dairy but found it could do better from private 
buyers. Any community member with milk to sell could 
join and receive free services. Availability of these services 
apparently stimulated purchase of cows, and at one point 
70 to 80 percent of households owned at least one. Most 
untouchables and landless laborers do not belong, although 
the cooperative (and more recently St. John’s College) has 
given them free services. 

In 1978-79, 45.7 percent of the coop’s health income was 
spent on salaries (one medical officer, one nurse midwife, 
one compounder, one clerk, and one village level worker); 
42.8 percent on drugs; 11.5 percent on rent, electricity, 
and miscellaneous costs. The government provided vac- 
cines, vitamins, contraceptives, disease surveillance, and 
health education films. 

One of the reported hitches in this scheme has been its 
neglect of sericulture and carpet weaving as income sources. 
These activities, as well as milk production, are economic 
mainstays of the community. 


Social Work and Research Centre, Rajasthan 
This indigenous voluntary organization has run an inte- 
grated development project in Rajasthan since 1972. Its 
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priorities include agricultural modernization, economic 
change, intersectoral cooperation, and self-sufficiency. A 
dispensary, begun in 1973, was expanded to facilitate train- 


ing and use of village health care workers (vHws) in 1975. : 


VHWS now serve 20,000 persons out of a total population 
of 80,000. 

Communities assist with financing by paying a fixed 
monthly premium, fees for injections, and 25 percent of 
drug costs. 

Premium levels, set by individual communities, are col- 
lected monthly by committees; membership is universal 
within participating communities although dues are not 
always fully collected. Some committees have left pre- 
mium collection to health workers. Injection fees are set 
at Rs. 2 ($0.25), compared to Rs. 11 charged by private 
physicians. 

Health workers must have at least eight years of edu- 
cation and are expected to carry out their duties on a part- 
time basis. They are paid directly by the Social Work and 
Research Centre using community and general funds. Staff 
turnover is high, partly because the Rs. 50 to 90 ($5.80 to 
$10.50) monthly salary is inadequate. 

Premium levels were set at 25 paisa ($0.03) a month in 
one village of thirty-five households. Community re- 
sources as a whole cover only 10 percent of recurrent costs 
because both premiums and drug sales are well below ac- 
tual cost. 


Voluntary Health Service, Tamil Nadu 

The Voluntary Health Service has pioneered a number of 
innovative health care delivery techniques in south India 
since 1963. A number of sub-projects have been estab- 
lished, including ‘Mini Health Centres” and ‘‘Arogya 
Hundi’” schemes. Participation in these activities is lim- 
ited to families earning under Rs. 500 ($60.00) per month. 

The Mini Health Centre project, started in 1977, serves 
a population of 20,000 families. The community pays 20 
percent of recurrent costs through a prepayment scheme 
and service fees (omitted for the lowest income group). 
Premiums are set at 0.25 to 0.50 percent of income, and 
80 percent of the area population is enrolled. 

The project rewards staff members for collecting pre- 
miums but reports resistance to paying and some misre- 
porting of income. Other financial support comes from the 
state government of Tamil Nadu (50 percent) and the par- 
ent Voluntary Health Service (30 percent). 

INDONESIA 

Balongmasin, East Java 

This village illustrates the momentum toward self-devel- 
opment that has resulted from two national five-year plans 
in Indonesia which put special emphasis on community 
development. The approximately 2,500 people who live 
here support their own health hut and volunteer village 
health worker, as well as health-related agricultural de- 
velopments such as corralling of animals and building dams 
to safeguard the rice crop. 

Local financing of health care has taken the following 
forms: communal farming, special levies, voluntary do- 
nations, and the tradition of avisan (community capital 
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accumulation). This is a fund set up by participants who 
put in a set amount of money which is awarded to the 
winner of a drawing for purposes such as home improve- 
ments. It is ongoing until all have received their turns. 


Dana Sehat 

The term Dana Sehat means “health fund” and refers to 
a number of health insurance schemes that began to de- 
velop in central Java in the late 1960s. The first fund was 
initiated by a group of hospital-based doctors at the Foun- 
dation for Christian Hospitals in Solo, but within two years 
it had expanded to about fifty separate plans. A number of 
ancillary community development activities have since 
been added. 

Details of Dana Sehat differ from one community to 
another. Monthly dues of about $0.06 a family are collected 
and managed by health committees. These dues average 
about 0.5 percent of income and are less than residents 
were spending on herbal medicine. Wealthy persons are 
encouraged to give more. Membership is voluntary but 
nearly universal (except in urban areas), since Javanese 
prefer to decide important matters by consensus. A mem- 
bership of 50,000 is considered necessary to support an 
outpatient clinic staffed by a doctor, two midwives and a 
social worker. One block of Solo reported that membership 
dues paid 46 percent of recurrent costs in 1976. 

The community of Ngesti Rahyu collects dues annually 
in kind. Each family pays 10 kilos of rice or equivalent. 
The rice is valued at about $5.00 ($0.45 a month) but is 
reportedly easier to obtain than half that amount in cash. 
The committee sells the grain for cash to meet expenses. 

Health funds cover both preventive and curative services 
(including drugs), with the latter managed by third-party 
reimbursement. Patients obtain services at nearby clinics 
upon presentation of membership cards. Health commit- 
tees reimburse the clinic directly. Some plans cover hos- 
pitalization and long-term outpatient therapy (as for tu- 
berculosis), but dental and maternity costs are not covered. 

Most Dana Sehat schemes are linked to community credit 
unions to provide greater stability. When health expend- 
itures exceed income, funds may be borrowed; when sur- 
pluses occur, they are deposited. Credit union funds sup- 
port community as well as household improvement projects. 
Funds are capitalized through personal memberships cost- 
ing about $0.25 each. 


Socio-Economic Development Project, Irian Jaya 

This project was initiated by a Catholic missionary in 1976 
and serves an isolated population of 14,000 in New Guinea. 
Dutch government and private groups provide external 
Support, while communities participate through service 
fees, a25 percent tax on tobacco purchases, and production- 
based prepayment. 

The project has stimulated a number of economic en- 
terprises, including woodwork, fishing, and agriculture. 
The mission group helps with marketing and operates the 
community store. 


JAPAN 

Rural Health Insurance 

Rural communities in Japan financed health care as long 
ago as the early nineteenth century using mutual aid so- 
cieties and, later, agricultural cooperatives. Mutual aid so- 
cieties contracted with doctors for medical care at pre- 
determined annual rates of compensation. Some societies 
required supplementary service fees or varied premiums 
according to household income. Some allowed prepay- 
ments to be made in kind. Mutual aid societies were gen- 
erally small; the largest reported in one survey had only 
330 member households. 

Agricultural cooperatives began medical work in 1913- 
28 and by 1940 they supported health care for 1,072,452 
households. At first, they concentrated on improving the 
supply of medical care in underserved rural areas; in 1928 
they began to offer risk-sharing prepayment schemes for 
their members. Most were in the poorest rural sections of 
the country. (Industrial workers were covered by compul- 
sory social security beginning in 1927.) 

These cooperative schemes, organized into a compre- 
hensive national insurance program in the 1950s, serve 
about 35 percent of the population. (Others are covered by 
employment-based social security.) About 35 percent of 
costs are covered by premiums, about 30 percent by direct 
personal payments at the time of service, and the remain- 
der by government subsidies. The government also pro- 
vides back up loans to cover seasonal fluctuations in in- 
come due to agricultural cycles. 


KOREA 

Chungseong Gun Community Health Program, Seoul 
This comprehensive health care program was established 
in 1972 by Seoul National University to provide training 
for students, a demonstration health project, and research 
opportunities. Community participation through an elected 
community health council is a prerequisite for program 
activities. Thirteen-thousand people are served by the proj- 
ect. The primary financing mechanisms are fees for service, 
drug charges, and personal insurance. 

The health insurance scheme got underway in 1973 and 
by 1976 covered 70 percent of the target population. The 
annual premium is W 500 (about $1.00) a family member, 
up to a maximum of W 4,000 a family. This premium, 
payable in monthly installments, entitled the member to 
a 70 percent reduction in clinical fees and a 50 percent 
discount on drug costs. 

These fees and drug sales paid a total of 55 percent of 
the yearly costs in 1976. The project is reported to have 
ended in 1980. 


Koje Community Health Project, Kojedo, Koje Island 
This project ran from 1969 to 1975 and served 30,000 per- 
sons. Recurrent costs were covered as follows: Christian 
Medical Commission, 30 percent; Bread for the World, 25 
percent; personal prepaid insurance, 20 percent; service 
fees, 15 percent; Ministry of Health, 5 percent; drug sales, 
5 percent. Community contributions thus totaled 40 per- 
cent of recurrent costs. 

The prepayment scheme covered 20 percent of the pop- 
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ulation. Members paid $0.16 a month and received free 
preventive care and a 20 percent discount on treatment. 

Although the project never reached self-sufficiency as 
planned, the insurance scheme was incorporated in a mod- 
ified version in an islandwide heaith program. 


Okgu Medical Insurance Cooperative (omic), Okgu 

This program has been a part of the Korean Health De- 
velopment Institute’s (KHDI) primary health care project 
in Okgu County, a joint usatb-Korea effort. It is one of 
eight voluntary insurance programs in place and is con- 
sidered a pilot for a national program. 

Established in 1979, omic has enrolled 44 percent of its 
target population. A fixed monthly payment of W 400 (less 
than a dollar) a person to a maximum of W 24,000 per 
family per year entitles members to a 50 percent reduction 
in fees. KHDI subsidizes poorest members to encourage 
broad membership. The collection rate has been a suc- 
cessful 87.6 percent of the persons enrolled. 

This scheme is heavily dependent on cost sharing by 
external sources. Since membership was made compulsory 
after July 1981, collection rates have been running at about 
5 percent of expected revenue. 


Yonsei University Community Health Teaching Project, 
Kang Wha 
This project was begun in 1974 by Yonsei University as a 
training program in rural community health care. It has 
trained and placed family health workers in twenty village 
health posts, offering comprehensive primary health care. 
Local funding mechanisms include fees for service; a 
prepaid insurance scheme, started in 1976 and enrolling 
20 percent of the target population by late 1977; and a 
community credit union. Income from these sources pays 
the health workers’ nominal salaries. 


NEPAL 

Community Health Program, Lalitpur District 

Like most governments in developing countries, His Maj- 
esty’s Government of Nepal (HMG) is unable to provide 
sufficient financial resources from taxation revenues or 
foreign assistance monies to support the recurrent costs 
of its expanding primary health care system. At the present 
time, HMG is allowing several pvos to work with different 
districts to collect payments for health post services or 
drugs. In cooperation with village health committees in 
the Lalitpur District, the United Mission to Nepal (UMN) 
has been assisting in the development of health insurance 
schemes in three village panchayats since 1978. (There are 
approximately 7,600 households total in the.three health 
post areas, 5 to 12 percent of which had enrolled by. the 
third year.) 

The financial objective of the schemes is to raise suf- 
ficient funds to cover the cost of drugs used in excess of 
the value of drugs supplied to health posts by the govern- 
ment. Premiums are $1.00 per household per year in two 
of the schemes and $2.00 per year in the third. They can 
be paid in full, in installments, or in the form of labor 
(although fewer than 4 percent of enrolled households se- 
lected the latter option). Poor persons are given free mem- 
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berships. Initially, membership cards were sold by the vil- 
lage health committee members, but sales were later shifted 
to health post managers to reduce the administrative com- 
plexity of managing the funds. Households initially could 
enroll and renew their membership at times of their choos- 
ing, and they tended to do so primarily when someone was 
sick. The benefit period was later limited to specific months 
of the year, and a significant increase in the purchase of 
the cards at the beginning of this period was noted. 
Members are entitled to free services and drugs at village 
health posts, $4.00 deduction per outpatient visit at Shanta 
Bhawan and $8.00 deduction per inpatient visit. Nonmem- 
bers can obtain services at the health posts but receive 
prescriptions instead of drugs. Emergency services are also 
delivered to nonmembers at the health posts without cost. 
Analyses indicate the following: 


e Total enrollments increased over the three-year period 
in all the insurance schemes. 

@ The percentage of enrolled households which renewed 
their insurance increased over time in all the insurance 
schemes. 

@ Enrollment is inversely related to distance from the health 
post. 

@ In urban Lalitpur, demand for insurance is elastic with 
respect to price, thus lowering of the higher insurance 
premium is recommended to increase participation as well 
as revenues. 

e Revenues from enrollment fees were not adequate to 
cover the total cost of the drugs used. 

e Accounting problems need to be resolved. 

e Administrative costs need to be further evaluated. 

e Improvements in marketing may be indicated by low 
rates of participation of geographically eligible households. 


Continuation of experimentation with these insurance 
schemes is recommended. Improvements in the premium 
and benefit policies and management procedures may be 
possible which would result in increases of revenues rel- 
ative to expenditures and in the more equitable distribu- 
tion of benefits. Further, current evaluations of the fee-for- 
service experimental schemes in Nepal do not indicate that 
they are better alternatives for paying the recurrent costs 
of health post services. 


THE PHILIPPINES 
Bajada Medical Cooperative, Davao City 
The Bajada Medical Cooperative, formed in urban slum 
areas of Davao in 1969, operates under the auspices of the 
Development of Peoples Foundation. A number of external 
agencies have assisted at various times, including Bread 
for the World, West Germany, the Philippines Population 
Commission, the Asia Foundation, and UNICEF. Approx- 
imately 2,000 households (17,000 persons) participate. 
Basic health care is provided by community health work- 
ers (katiwala) and by twenty-four-cooperative drug stores 
(botica sa baryo). The community supports both through 
personal prepayment, fees for service (nonmembers), drug 
sales, labor, and donations of cash and materials. In 1979, 
the project was estimated to cost 5 pesos ($0.80) a house- 


hold per month, of which approximately 30 percent came 
from community sources. 

The prepayment scheme is open only to low-income 
residents of the area, and members benefit from free out- 
patient services and limited support for hospitalization. 
Start-up capital for the drug revolving funds was raised 
through special community events (dances, raffles, and 
festivals) and from private (local and external) donations. 
Pharmacies are owned and operated by community mem- 
bers, although the Bajada Medical Cooperative provides 
drugs and supplies at subsidized prices, and offers technical 
assistance such as help in setting up record-keeping sys- 
tems, pricing drugs, and designing receipts. 


Mountain Clinics, Negros Oriental 

This project was initiated in 1972 by church groups in two 
West Coast American communities. It serves approxi- 
mately 35,000 persons. 

Fees are charged for immunizations and other services 
and may be paid in cash or in kind. The project has also 
generated income by producing and selling greeting cards, 
fish, mung bean powder, and bread with special nutrition 
supplements. The bakery produced 1,200 loaves a day in 
1979 but lost money by selling the bread below cost. 


Silliman University Medical Center, Extension Service, 
Negros Oriental 

Utilizing Basic Health Aides (BHAs), this program provides 
primary health care to 560,000 people in a rural area. There 
are three important project features: continuous on-the- 
job training of the BHAs, coordination with government 
health services, and community financial support. Com- 
munity support consists of: 


® a health insurance scheme involving monthly premi- 
ums, organized by ‘Parents’ Clubs” 

® community agricultural development projects generat- 
ing increased revenues 

@ drug sales 

® income-generating products of the Parents’ Clubs such 
as craft and food sales 

® voluntary donations of land and labor for clinic con- 
struction. 


THAILAND 

Lampang Health Development Project, Lampang 

The Lampang project, sponsored jointly by the Thai Min- 
istry of Public Health and ain, has served a rural population 
of 660,000 since 1975. Community support has been gen- 
erated through voluntary labor for routine services and 
special projects, drug sales and ‘‘donations,” and fees (or 
donations”) for service. 

Health post volunteers are compensated by receiving free 
medical care when needed as well as by earning small 
profits ($2.50 to $5.00 a month) on drug sales. They start 
up and manage individual revolving funds and sell drugs 
at a 30 percent markup over wholesale. (The project ini- 
tially provided start-up capital—$12.00 to $25.00 of free 
drugs—but volunteers must now use personal sources to 
Start up revolving funds). Logistical support has recently 
been shifted from the government to the private sector, 


participating pharmacists sell specified drugs to volunteers 
at a slight markup. Volunteers also distribute contracep- 
tives in their coverage areas in exchange for small ‘do- 
nations”’ (the government has a free pill policy), a part of 
the “donations” may be returned to the health center from 
which the “free” pills are obtained. 

Health care centers have relatively small budgets and 
must rely on patient “donations” as a significant source 
of income. The income generated goes into a “revolving 
fund,” which is used at the discretion of the clinic staff. 
A good deal of the money appears to go for drug purchases. 

The government gives each health center $100 to $150 
a year to support free services for the indigent. Until re- 
cently, indigents had to request exemptions personally at 
each clinic visit, but only about 25 percent of those con- 
sidered eligible used the services. Community councils 
now issue identity cards to the poor, obviating the need 
for individual exemptions. 
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BOLIVIA 

Montero 

This major arp-supported project began in 1975 and was 
terminated in 1980. At its peak, its staff of fifty rural health 
promoters served a population of 10,000. Promoters were 
expected to be compensated through the surpluses of drug 
revolving funds or by charging fees for service. Health com- 
mittee members were given three days of leadership train- 
ing and two days training on financial management and 
drug procurement. 

The project did not succeed in these activities due to 
irregular drug supplies and because certain population groups 
were too transitory to work together. One report (Quick, 
Managing Drug Supply, 1981) thus explained causes of 
failure: 


“@ Project staff did not understand the need to maintain 
stocks. Too many drugs were distributed in an ambitious 
start up and not enough were held in reserve. When aux- 
iliaries came to buy fresh drugs there was little left to sell 
them. 

“e Stock levels were not adjusted to actual consumption. 
Many health posts had large surpluses of drugs that other 
posts were unable to obtain because they were out of stock 
at the central level. 

“@ Growth in the demand for drugs was not anticipated. 
Increasing volumes of drugs were sold for which there was 
insufficient time to replenish supplies. 

“@ There was confusion over the “ownership” status of 
the initial stocks. Strictly speaking, drugs were consign- 
ments for sale. The indiscriminate use of the word “do- 
nation” led some communities to regard the drugs as out- 
right gifts. With this in mind, they declined to turn over 
money from sales when the project could not supply fresh 
drugs. 

‘@ Drug prices did not reflect replacement costs. The role 
of inflation was not considered. Prices to the Basic Health 
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Units were set too low to enable the project to replace the 
drugs it sold. 

“@ The main storage facility was hopelessly inadequate. 
Filthy and damp, it was insecure from both pests and peo- 
ple. A substantial loss of stock to spoilage is certain; losses 
from theft highly probable. 

“@ The project packaged its drugs in paper envelopes and 
cartons. In humidity this did not offer sufficient protection, 
and much stock deteriorated beyond recognition before 
health workers could sell it.” 


The report concluded that revolving funds ‘‘fell victim 
to just about every possible means of decapitalization,” 
and many health promoters left their jobs because of in- 
adequate compensation. 

While the government was considering a plan to sup- 
plement workers’ salaries, the project was terminated. 


BRAZIL 

Porto Nacional, Goias 

This was an experimental project in integrated health care 
for 27,000 people which ran from 1970 to 1978 under the 
sponsorship of the Brazilian government. Services were 
limited to vermin control, health surveillance, health ed- 
ucation, and home improvement—all involving extensive 
use of community volunteers. 

Local contributions were made in the forms of voluntary 
donations of labor (for example, mothers of malnourished 
children came to the nutrition treatment center once a 
week to do chores and help with childcare), and a lottery 
for cesspool construction materials. 

A pool was established to which each member gave 1 
cruzeiro ($0.20) a week. Drawings were held weekly for 
the accumulated money, which winners used to purchase 
slab masonry for a cesspool. After six months, the program 
became hard to manage locally and outside assistance was 
found. From May to October of 1978, 233 cesspools were 
constructed. 


COSTA RICA 
The Community Medicine Program, San Ramon 
This program, based at Valverde Hospital in San Ramon, 
has provided comprehensive health care to a rural popu- 
lation of 82,000 since 1970. It involves community health 
volunteers and extensive community participation in a 
broad outreach effort. 

The community contributions include: 


@ donations of labor for building and operating health posts 
e fund-raising, through raffles, bingo, community dances, 
etc., for health post operating costs and incentives for health 
workers 


@ fees for service, set by community health committees. 


The community pays half of drug costs (the rest paid by 
the Ministry of Health], and usually entirely maintains the 
health post. 

A case study (Favin, Community Medicine Program, 
1979) illustrates the range of functions that Community 
Health Volunteers (CHvs) may perform: 

“Although they have no curative responsibilities, CHvs 
carry out numerous preventive and promotive activities. 
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In cooperation with the MOH’s (Ministry of Health) nutri- 
tion program, CHvs distribute powdered milk in health 
posts and houses and help transport milk. Many CHvs 
accompany auxiliary nurses on their home visits and make 
other home visits to ask for donations or to help families 
build latrines or to detect or solve other health problems. 
cuvs organize raffles, bingos, and other fund raising events 
for health projects. Besides building furniture and helping 
clean, paint, and otherwise improve health post buildings, 
many CHvs help auxiliary nurses make and update the 
health post maps, fill out and keep up to date the “family 
questionnaire” (a detailed socio-economic health profile 
of each family), and keep track of medicine use and need. 
Community health volunteers often assist visiting doctors 
and other health professionals. Some of these volunteers 
give health education talks to groups and make health 
educaticn posters. Additionally, CHvsmay teach literacy 
classes; help families solve their social problems; work 
with community groups on road, water, electricity, and 
other projects; help plan and produce their community’s 
health education week; attend death audits for infants from 
their communities, refer to or take patients to the hospital; 
and advise the community of doctors’ visits, special meet- 
ings, and so on. The actual work of each cHv depends on 
the amount of free time he or she has available and on his 
or her willingness and abilities.’’ 


ECUADOR 

Campesino Social Security Program (ssc) of the 
Ecuadorian Social Security Institute (Iss) 

The Campesino Social Security (ssc) program is a small, 
semiautonomous program within the Ecuador Social Se- 
curity Institute (1Ess). Established by decree in 1963, it 
provides comprehensive curative care to 100,000 peasants 


and farmers. Its 1979 budget totaled $1,350,000, of which — 


2.5 percent came from member prepayments and 97.5 per- 
cent from the Ministry of Finance and the Social Security 
Institute. (The latter is based on employer and worker 
contributions from urban areas, so the 1Ess transferred re- 
sources from these to rural sectors.) The ssc is independent 
of the Ministry of Health. 

While the community’s contribution is small relative 
to the total, it is significant in family budgets and facilitates 
active public involvement in planning and administration. 
Each household pays $0.73 a month (approximately 3 per- 
cent of income} and contributes labor when required. The 
premium, collected by the community treasurer rather 
than by the health worker, is deposited with the regional 
IESS Office. 

“Communities raise money for projects in many ways. In 
one case (an Indian community], a portion of the cash from 
communal crops was set aside for cabildo-dispensary proj- 
ects. The same town provides a small fund to help families 
who can’t manage or get behind on their $0.73 monthly 
payment. In another town, a women’s club sold seedlings 
to the community members, thus attempting to upgrade 
community nutrition and to raise a small amount of money 
for dispensary accessories. Several communities have added 
surcharges to the monthly premium (usually about | to 5 


additional sucres) for maintenance or building funds. An- 

other town, in violation of ssc rules, has imposed a 10 
sucres ($0.36) medical consultation fee in order to bolster 

Or building fund.” (Annis, “Strategies in Rural Ecuador,” 
1979.) 

In exchange for community support, the ssc provides 
technical guidance and construction materials for a dis- 
pensary, plus a full time resident nurse and physician ser- 
vices as needed. Members receive free treatment and drugs, 
including hospitalization, and some communities also of- 
fer dental care, and supplemental food for mothers and 
infants. Modest retirement and disability benefits are pro- 
vided along with a funeral allowance. 

The community actively participates in nonfinancial 
matters. Each local committee (cabildo) meets at least 
monthly to discuss the dispensary and related projects. In 
most communities, mothers’ clubs, church groups, or so- 
cial clubs are associated with the dispensary. These groups 
have developed water and sanitation projects as well as 
agricultural and educational activities. Community or- 
ganization in health has led to self-help activities in other 
development fields. Preventive health activities have been 
insufficient, however, according to a recent report. 

The program’s greatest weakness is its financial vul- 
nerability. The parent Social Security Institute is reluctant 
to transfer funds from the self-financing wage-earning sec- 
tor, and the Ministry of Finance gives health a low priority. 
Its greatest strengths are its low administrative costs—the 
central office takes only 8.4 percent of the budget—and 
the multiplier effect of community participation. 


EL SALVADOR 

Rural Health Aides 

This project has been jointly sponsored by the government 
of El Salvador and by arp since 1978. While Rural Health 
Aides (RHAs) are currently Ministry of Health employees, 
a project summary noted: 


“... the program has been reduced because of economic 
limitations ... Discussion is occuring on alternative fi- 
nancing of RHA salaries to reduce the financial burden on 
the Mou, including community financing through coop- 
€ratives and private-sector associations. Indications are that 
the program will be tied closely to the agrarian reform 
effort: RHAs will soon be assigned to the agrarian reform 
areas and perhaps partially supported by peasant cooper- 
atives.”’ 


GUATEMALA 
Chimaltenango Development Project, Chimaltenango 
This project, which began in 1962, is partially funded by 
World Neighbors. It has grown from a small health clinic 
to an integrated rural development program serving 200,000 
People. Project activities include training village health 
workers in primary curative and preventive services, nu- 
trition education, public health campaigns, and agricul- 
tural extension work. 

The project aims at self-sufficiency based on: 


® fees for service (about $0.25 per consultation) providing 
recompense for the health worker 
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@ direct payments for drugs, supplied by a medical co- ° 
operative at a small markup, and sold at a community- 
established price 

@ a loan fund that produces a small income devoted to 
agricultural development and meeting nutritional needs. 


Community participation is extensive since health com- 
mittees select and oversee health workers and organize 
buying cooperatives and communal farms. 


Rural Health Promoters Program, Huehuetenango 

The Huehuetenango program began over twenty years ago 
when the people of Jacaltenango asked Maryknoll Sisters 
for health services. On the peoples’ initiative as well, the 
sisters organized a program for training and placing village 
health workers in 1963. These health workers (promoters) 
are elected by their community, which pays for their initial 
training. They are otherwise volunteers. By 1979, 385 had 
been trained. 

As of 1979, 50 percent of recurrent costs were covered 
by drug revolving funds. The project lends an initial stock 
worth $30.00 to each health promoter and requires repay- 
ment within two years. (Defaulters are dropped.) Official 
prices are publicized to maintain uniformity. The com- 
munity provides clinic space and is instrumental to the 
health worker’s effectiveness through participation in classes 
and preventive programs. 


HONDURAS 

Centro Medico Evangelico, San Pedro Sula 

This project, started in 1970, serves a population of about 
60,000. The community covers 36 percent of recurrent 
expenses through service fees, drug sales, and income-gen- 
erating activities. 

Drugs are sold by health guardians at a small markup 
to compensate them for their work. Some guardians have 
reportedly had difficulty with accounting. Health com- 
mittees collect money from patients who are slow in pay- 
ing and help support health care for the indigent. 

Mothers of malnourished children were encouraged to 
pay for vegetables and drugs by working in a community 
garden. Not all were able to do so, owing to conflicting 
work or family responsibilities, but some sent their chil- 
dren instead. (This did not work well, however, because 
the children worked irregularly and needed supervision.) 
The system did help some mothers obtain drugs and nu- 
tritious foods and may have taught new gardening tech- 
niques. It was only feasible at certain seasons of the year, 
however, and was eventually dropped. 

Another novel activity was the production and sale of 
small handicrafts. Midwives spent idle time at training 
courses making small pictures from seeds. These were sold 
at health clinics and helped compensate the midwives for 
their training expenses. 


Integrated Rural Health Services 

This project began in 1976 with arp support. In the early 
years, clinics charged fees for service and used resulting 
income to buy supplies and to pay for clean up and main- 
tenance. After terminating this practice, despite protests 
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from the field, the government has reintroduced fees ex- 
perimentally in a few places. 


MEXICO 

Piaxtla Project, Ajoya 

This rural health network, in an isolated region of the 
Sierra Madres of Mexico, was begun in 1963 through the 
efforts of a U.S. school teacher, David Werner. It has evolved 
into a locally run, comprehensive health service and de- 
velopment program for 10,000 people, using part-time 
community health workers, promotores. 

Health care is financed through fees for service, a re- 
volving drug fund, and special income-generating projects 
(hog and chicken raising, vegetable farming, and a corn 
bank). 

Service fees are payable either in cash or through labor 
exchange (patients may pay by contributing two hours of 
labor in communal fields]. Drugs are sold at cost to elim- 
inate any incentive for over prescription. A U.S.-based group, 
the Hesperian Foundation, covers losses and pays for emer- 
gency cases. Communities cover 50 percent of recurrent 
costs; the Hesperian Foundation pays the remainder. 


PERU 

Chaquicocha 

The Chaquicocha Health Services Project was sponsored 
by the national government of Peru, which offered finan- 
cial assistance and health personnel. Sponsorship was shared 
by local citizens who contributed resources for the pro- 
grams. 

Administrative control was held primarily by the na- 
tional government through the Ministry of Health (MoH). 
Primary health care services provided in Chaquicocha in- 
cluded disposal of human waste by construction of latrines, 
and the provision of pharmaceuticals. 
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Local contributions were of a significantly ongoing na- 
ture. Financial mechanisms used included labor contri- 
butions, drug sale markups, and fixed prepayments. 


. . a MS 
Conflict arose, however, between MOH and village cit ey 


f 


izens who objected to some decisions by the health ad- 
ministrators. In particular, a successful popular pharmacy 
that used a drug sale markup system was replaced by a 
MOH medical post. Villagers found the new post’s services 
inadequate, its nurse’s performance unsatisfactory, and re- 
sented the MOH’s requiring them to pay the nurse’s salary. 


Each adult contributed 5 soles to create a fund of 500 
soles for drug acquisition. This money was administered 
by alocal commission, which sold drugs at current regional 
prices and used profits to obtain new medicines. 

The latrine program was successful in that 50 percent 
of the village population was working on project latrines 
at the time of the study. Those making pits were entitled 
to buy tiles from the MOH for 50 soles. Collected money 
was to go into a duck-raising coop with latrine builders as 
shareholders. 


PERU 

ORDE-ICA, Surmedio 

This arp-supported project, initiated in July 1979, offers 
integrated MCH and family planning services through ap- 
proximately one hundred health posts. Among other forms 
of support, the project occasionally donates drugs to health 
posts and communities. The drugs are then sold at prices 
set by the Ministry of Health in Lima; a markup of about 
5 percent over the initial wholesale price is generally al- 
lowed. A March 1981 evaluation commented that this 
markup was insufficient to cover rapidly rising costs and 
that capital stocks were probably decreasing because sales 
revenue could not cover restocking costs. 
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bibliographical note 


© 


Of the few available reviews of community financ- 
ing, Most stress the virtues of self-help more than 
the practical details of design and implementation. 
With the exceptions mentioned below, the project 
descriptions in Appendix D provide all the opera- 
tional detail that the author could obtain. Appendi- 
ces A and D are designed to help readers make direct 
contact with projects of particular interest. 

Greater documentation than provided in Appendix 
D is available on projects and programs in China, 
West Africa, Nepal, India (Barpali), and Japan. The 
Chinese experience has been amply described in nu- 
merous studies, several of which are listed in Table 
A.1. Aneconomist, A. Mead Over, analyzed five West 
African projects; additional detail on one of these, 
the Sine Saloum project (Senegal), was given in a 
review by AID (1980). Donaldson studied the Com- 
munity Health Program in Lalitpur District N epal. 
Fraser qualitatively described the American Friends 
Service Committee (AFSC) project in Barpali (India). 
Finally, Higuchi, described the Japanese experience 
in moving from isolated agriculture-based health co- 
Operatives to a national insurance scheme. 

Among the other sources of case materials were 
the American Public Health Association (APHA); the 
Agency for International Development, U.S. De- 
partment of State (arb), and the World Health Or- 
ganization (WHO)}. Since 1976, APHA has assembled 
files on about three hundred innovative primary health 
Care projects, based on responses to detailed ques- 


tionnaires and reports. These have been previously 
analyzed in Karlin (1977) and in a series of case stud- 
les and project capsules. APHA documentation also 
includes site visit and consultant reports from many 
primary health care projects. 


Since 1980 under contract with Alp, APHA has mon- 
itored the progress of about sixty AID-supported proj- 
ects. T'wo publications—Favin, arp-Assisted Proj- 
ects, 1981, and Parlato and Favin, Analysis, 
1982—have resulted. Staff researching these re- 
ports made particular efforts to uncover com- 
munity financing activities. 

WHO and the United Nations International Chil- 
dren’s Emergency Fund (uNIcEE] cosponsored a work- 
shop in Geneva, December 1-5, 1980, on the cost and 
financing of primary health care. Presentations in- 
cluded a number of country case studies. Those on 
China by Chen Long, Ethiopia by Gebrie, and Kenya 
by Wan’Gombe were of particular interest for this 
monograph. The case studies are to be published by 
WHO and reference to them here is with wHo’s con- 
currence. 

Other project references resulted from literature 
searches, interviews with field staff, and serendipity. 
Reliance on Washington-based sources undoubtedly 
led to underreporting of indigenous and non-Amer- 
ican supported projects. Omissions are regretted, and 
it is hoped that persons familiar with additional proj- 
ects will call them to our attention. 
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